
[image: image1.jpg]


Wellston Public School
Date: 




School: 





                          

To the attending Physician/Mental Health Professional:








 has been referred to you for a mental health evaluation for the following reasons:

If you have any questions or need collateral information before assessing this student, please call 






 at 


           .
Please sign this form to indicate that you are aware of the reasons for the referral.  The parent/guardians must return this form to the school.

Licensed Mental Health Professional



Date
Print Name and Title





Phone Number


Form C
                                                                         PO Box 60


Wellston. OK 74881


405-356-2889


Fax. 405.356-2838


� HYPERLINK "http://www.wellstonschools.org" �www.wellstonschools.org�








