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Student Health Program 
Referral for Psychological Services 

 
 
Child’s Name: ___________________________________ Date of Referral: ______________ 
 
Date of Birth: _________________Grade: ____________School: _______________________ 
  day/month/year  
Personal Health Care No.:___________________Alta Education No.:____________________  
 
Parent(s) name(s): ____________________________________________________________ 
 
Telephone:   Home: _____________________ Work: ________________________________ 
 
Address: ____________________________________________________________________ 
 
Reason for referral: Describe specific concerns and behaviors. Include your questions. What 
are you hoping to learn from the assessment / consultation?  
____________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

___________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 
Contact Person: Identify contact person; e.g. therapist, school personnel  

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

Prepared by:  

____________________________________________________________________________ 


