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Clinical Mental Health (CMH) Services Referral
Directions: When referring a student for Clinical Mental Health Services, complete sections I - IV below and submit completed referral packet to the Special Education Local Plan Area (SBCSELPA). Important Note: If an assessment plan has been signed; the 60 day timeline applies. Therefore, the LEA must submit referral packet to SBCSELPA within 30 days, SBCSELPA must forward referral packet to NPA within 5 days of receiving the packet and NPA must inform SBCSELPA within 20 days if they are agreeing to provide the services. Lastly, the LEA has an IEP meeting to review assessment results and to determine if CMH services are appropriate; all within the 60 day timeline.
	I. Contact Person:
	     
	LEA
	     
	Date
	     

	Service Requesting:
	 FORMCHECKBOX 
 Individual Counseling             FORMCHECKBOX 
 Counseling & Guidance (group counseling)

 FORMCHECKBOX 
 Parent Training/Counseling    FORMCHECKBOX 
 Social Work
 FORMCHECKBOX 
 Behavior Intervention Services - Assess/Consult; not a direct service
 FORMCHECKBOX 
 Behavior Intervention Services - Intensive Direct Services

	Type of Request:
	 FORMCHECKBOX 
 Initial Referral (no CMH services in place)  FORMCHECKBOX 
 More Intensive Services (student has some CMH services in place)

	II. STUDENT NAME
	     
	BIRTH DATE
	
	AGE
	     

	SCHOOL
	     
	GRADE
	     
	SEX
	     
	TEACHER/COUNSELOR
	     

	DAYS AND HOURS OF ATTENDANCE
	     

	NAME OF PARENT (or guardian)
	     

	ADDRESS
	     
	TELEPHONE
	     

	LANGUAGE SPOKEN AT HOME
	  FORMCHECKBOX 
ENGLISH
	 FORMCHECKBOX 
 SPANISH    
	 FORMCHECKBOX 
 BOTH      
	 FORMCHECKBOX 
 OTHER
	     

	ETHNICITY
	     
	SS#      
	SSID#      
	Student ID      


    III.
ATTACH THE FOLLOWING INFORMATION TO THIS REFERRAL AND FORWARD TO SBCSELPA's CLINICAL MENTAL HEALTH SPECIALIST:

 
A.  FORMCHECKBOX 
 A report prepared by appropriate school personnel that includes:  



1) The reason for the Clinical Mental Health referral.



2) A social/emotional assessment report prepared by a school psychologist to include the emotional   


or behavioral characteristics of the pupil that are significant and cannot be resolved with short-term 


counseling, and that impede the pupil from benefiting from educational services.

 



3) Documentation that the pupil’s functioning, including cognitive functioning, is sufficient to enable the pupil 


to benefit from Clinical Mental Health Services. 


4) A description of the school counseling, psychological and guidance services and other interventions that 

   have been provided to the pupil over time,(3-6 months or longer recommended) including their initiation 

  date, frequency, duration, and outcomes with an explanation of why a higher level of service is needed.
B.  FORMCHECKBOX 
 A copy of the current IEP and past IEPs within the last three years, as relevant, including progress reports.
C.  FORMCHECKBOX 
 All current assessment reports such as: psycho-educational, speech & language, health, psychiatric hospital, SARB, receptive/expressive language abilities and any relevant reports completed by other agencies.
D.  FORMCHECKBOX 
 Grades (report cards) over a 12 month period.
E.  FORMCHECKBOX 
 A copy of discipline reports and behavior plan if applicable.
F.  FORMCHECKBOX 
 A copy of the signed Assessment Plan if current assessment administered within the last 12 months does not indicate a need for mental health services.
	IV.
	I HEREBY GIVE MY PERMISSION TO REFER:
	      















Student Name 



To the Santa Barbara Co. Special Education Local Plan Area. In addition, I give my permission to release confidential information from school records to SBCSELPA's contracted Nonpublic Agency (NPA) providing the Mental Health Services and for the NPA's professional to observe the pupil during school.
	






PARENT/GUARDIAN SIGNATURE         DATE
	     
	     

	LEA Special Education Administrator Name
	Phone Number

	     
	     

	LEA Special Education Administrator Signature
	Email

	     
	     

	NPA Case Manager: 
	Phone number and email


	DATE RECEIVED BY SBCSELPA:
	     
	DATE SBCSELPA SENDS TO NPA:
	     
	DATE RECEIVED BY NPA:
	     


 FORMCHECKBOX 
 District Copy  FORMCHECKBOX 
 SBCSELPA Copy
SELPA15 (1/25/12) (E)

