Anywhere SBHC
School-Based Therapy/Case Management Services

Date referred: ________________________

Date form sent home: ______________________
Student: _______________________________________
Grade: _________
Age: ________
Anywhere SBHC provides opportunities for students in your school who may be experiencing academic, emotional, or behavioral difficulties through various grant funded projects.  Services include assessment and recommendations, supportive counseling for students and parents, and crisis assistance.  You may read more about this program online at http://www.Counseling.org/child-school.html.  We are requesting permission to meet with your child in order to determine if your child is eligible for grant supported services listed above.  If you agree for your child to receive services by our school based counseling staff, please sign below and include a phone number with the best time to call.  You are welcome to contact the counselor at 555-5555 for more information.  Services are voluntary.  If you choose to decline, please sign that area on the bottom and have your child return the form to the school-based staff at Any School.
~Accept~
I am the parent/guardian of _____________________________________________ and give consent for my child to receive counseling services from Counseling Center’s school based services.  I understand that counseling information is confidential and give consent for the counselor to exchange information with the school staff that helps give support to my child.

_______________________________________________


____________

Parent/Guardian Signature





Date

Phone: home_____________work_____________cell_______________
When to call: ___________

Address: ___________________________________________
Email address: _______________________

My child has the following health insurance (please check one):  


□ Medical card
□ Private Insurance

□ WV CHIPS

□ None 
Child’s Social Security #______-_____-______

Date of Birth: ________________________
~Decline~
I am the parent/guardian of _______________________________________ and I decline consent.  I do not want my child to receive services at this time.  Reason:
□ Already receiving services
□ I feel therapy is not necessary

□ Other
_______________________________________________


____________

Parent/Guardian Signature





Date
