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ATTACHMENT 2.08
REFERRAL, CONSENT AND FOLLOW-UP FORM

ATTACHMENT 2.08
Referral, Consent and Follow-Up Form
Adapted with minor changes from the HEARD Alliance K-12 Toolkit for Mental Health Promotion and Suicide Prevention.35

School: Click or tap here to enter text.

Referring Staff: Click or tap here to enter text.

Email: Click or tap here to enter text.

	Signature (required):
	



Phone: Click or tap here to enter text.
I. GENERAL INFORMATION
Student:  Click or tap here to enter text.

	Date of Birth (DOB):
	Click or tap here to enter text. 
	Age:  
	Click or tap here to enter text. 
	Sex:
	Click or tap here to enter text.



Address: Click or tap here to enter text.

Phone: Click or tap here to enter text.

School: Click or tap here to enter text.

Grade:  Click or tap here to enter text.		Primary language: Click or tap here to enter text.
II. PLEASE PROVIDE THE FOLLOWING CONFIDENTIAL INFORMATION FOR THE STUDENT NOTED ABOVE:
☐ Psychological
☐ Medical
☐ Health and development
☐ Educational
☐ Psychiatric history
☐ Legal status
☐ Diagnosis
☐ Other: Click or tap here to enter text.
III. TO BE COMPLETED BY CAREGIVER/GUARDIAN:
I consent to communication and exchange of information between Dr. Click or tap here to enter text. phone # Click or tap here to enter text.  and Click or tap here to enter text.’s (school) School Mental Health Team to discuss and share records and conditions pertaining to the above. This information is confidential and may not be given to employees of other schools, public agencies, or individuals professionals in private practice without my consent.
	Caregiver/guardian (student under 18) signature:
	



This authorization shall be valid until Click or tap here to enter text. (date). You may provide a date after which no information can be released. If no date is provided, authorization is valid for one year from date of signature. This consent is voluntary. To revoke this consent, send a copy to the referring person at Click or tap here to enter text. (appropriate school contact information).
☐ I revoke this consent for communication and exchange of information.
I understand that the recipient may not lawfully use or release the information unless authorization is obtained from me or unless such use or release is specifically required or permitted by law. In accordance HIPAA, FERPA, and applicable Kansas Laws, all personal and health information is private and must be protected.
☐ Copy provided to caregiver/guardian

III. TO BE COMPLETED BY HEALTH CARE PROVIDER OR BEHAVIORAL HEALTH PROVIDER
Diagnosis:
Click or tap here to enter text.
Treatment: 
Click or tap here to enter text.
Medication(s):
Click or tap here to enter text.
Additional referral(s):
Click or tap here to enter text.
Reason: 
Click or tap here to enter text.
School staff members will contact provider for clarification or recommendations, if needed. The information being requested is often personal in nature; therefore person-to-person communication may be best in some cases.

	Provider signature:
	



Printed name:	Click or tap here to enter text.

	Fax #:
	 Click or tap here to enter text.
	 Phone #:  
	Click or tap here to enter text.

PLEASE RETURN TO THE REFERRING STAFF MEMBER INDICATED AT THE BEGINNING OF THIS DOCUMENT.
	[bookmark: _Hlk24707092]For more information, contact:
Myron Melton Education Program Consultant Special Education and Title Services
(785) 296-4941
mmelton@ksde.org
	[image: ]
	Kansas State Department of Education
900 S.W. Jackson Street, Suite 102
Topeka, Kansas 66612-1212
www.ksde.org



The Kansas State Department of Education does not discriminate on the basis of race, color, national origin, sex, disability or age in its programs and activities and provides equal access to any group officially affiliated with the Boy Scouts of America and other designated youth groups. The following person has been designated to handle inquiries regarding the nondiscrimination policies: KSDE General Counsel, Office of General Counsel, KSDE, Landon State Office Building, 900 S.W. Jackson, Suite 102, Topeka, KS 66612, (785) 296-3201.
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