	ONSLOW COUNTY SCHOOLS 

RE-ENTRY TO SCHOOL REFERRAL
STUDENT INFORMATION: 
Name: ___________________________________________________________________________           DOB: ______________________________	
**THE SECTION BELOW IS ONLY TO BE FILLED OUT BY A LICENSED MENTAL HEALTH PROVIDER.**
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
MEDICAL EVALUATION/HISTORY: 
Reason for Evaluation/Hospitalization: __________________________________________________________________________________________
Functional Diagnosis: _______________________________________________________________________________________________________
DSM Diagnosis: ________________________________________________________________________       Date:___________________________
Behavioral Health Concerns: _________________________________________________________________________________________________
________________________________________________________________________________________________________________________
Maladaptive Behaviors: _____________________________________________________________________________________________________
Triggers: _________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Coping Strategies/Interventions: _______________________________________________________________________________________________
_________________________________________________________________________________________________________________________
Relaxation/De-Escalation Techniques: __________________________________________________________________________________________
_________________________________________________________________________________________________________________________
MEDICATIONS: 
	Name of Medication:
	Prescribed for:
	Dosage & Time:
	Side Effects:

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



Allergies/Special Considerations: ____________________________________________________________________________________________
SCHOOL INFORMATION: 
Factors that may affect academic performance: ___________________________________________________________________________________
_________________________________________________________________________________________________________________________
Recommendations for the school environment: ___________________________________________________________________________________
_________________________________________________________________________________________________________________________
What should staff/students be told about the reason for the student’s absence: __________________________________________________________
AFTER CARE PLAN/FOLLOW UP: ____________________________________________________________________________________________
_________________________________________________________________________________________________________________________
PROVIDER INFORMATION: 
Provider’s Name (PRINT): ______________________________________________ Provider’s Signature: ____________________________________
Address of Practice: ________________________________________________________________________Date: ___________________________
[bookmark: _GoBack]**ATTACH RELEASE OF INFORMATION**
