[bookmark: _GoBack]_______________ School District - SS/HS Initiative 
School Mental Health Referral Form 
CONFIDENTIAL STUDENT INFORMATION SHEET 
Today’s Date: _______________ 
Student’s Name: ______________________________________ Social Security #: _______-______-_________ 
Parent Names: ________________________________________		________________________________
		(mother)							(father)
Guardian Names: __________________________________________________	________________________________________
		(mother)							(father)
Date of Birth: ____________________ Age: _______ 		Student ID #: ____________________________
Preferred Phone: (_______) ________________________ 	OK to leave message? __Yes ___No 
Alternate Phone: (_______) ________________________ 	OK to leave message? __Yes ___No 
Home Email Address: _____________________________ 	OK to leave message? __Yes ___No 
Permanent Address: ___________________________________________________________________________ 
			Street 					City			State 		Zip 
Gender: __Male __Female	Race ___________________
School: _________________________________________ Grade _______ Teacher ________________________ 

What is your health insurance provider? _______________________________ Other: _______________________
Medical conditions: ____________________________________________________________________________
Please list any current medication (s): ______________________________________________________________
___________________________ _________________________________________________________________ 
Previous hospitalization or ER visit for mental health reasons: When?_____________________________________ 
Why? ________________________________________________________________________________________
Past Interventions? _____________________________________________________________________________
Reason for referral: _____________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Please check all of the following items which are concerns at this time, and circle those which are most important. 
	
Abortion issues 
	
Fears, phobias 
	
Picking fights with peers  
	
Suicidal thoughts 

	Abuse – emotional, physical 
	Divorce, separation of parents
	Pregnancy
	Tiredness, fatigue 

	verbal, sexual, neglect 
	Grief issues 
	Racial/ethnic concerns 
	Trauma 

	Academic issues 
	Guilt 
	Repeated troubling thoughts 
	Violent thoughts 

	Alcohol use 
	Harassment 
	Relationship concerns 
	Withdrawal, isolating 

	Anger, arguing 
	Hallucinations 
	Relationship violence 
	Other concerns: 

	Anxiety, nervousness 
	Identity issues 
	Romantic relationship
	

	Behavior problems 
	Impulsive, out of control 
	Self-esteem issues 
	

	 Body image
	Irritability 
	Self-injury, mutilation 
	 

	Compulsive behaviors
	Intervention plan needed
	Self-neglect, poor self-care 
	

	Concentration 
	Learning disability
	Sexual assault 
	

	Decision making, indecision 
	Loneliness, no friends 
	Sexual concerns 
	

	Depression, sadness, crying 
	Mood swings 
	Sexual harassment 
	

	Drug use 
	Need testing
	Sexual orientation/identity 
	

	Eating problems 
	Parent deployment to war
	Shyness, oversensitive 
	

	Emptiness 
	Panic attacks 
	Smoking, tobacco use 
	

	Family relationships 
	Perfectionism 
	Sleep problems 
	

	Fearing failure 
	Peer relationship concerns 
	Stress 
	



______________________________________________		Date _______________________________
Name/Signature of Person filling our Form 
