Mount Union Area School District

Student Assistance Program

Referral Form

Date ____________

Student Name ___________________    Grade _________

Reason for concern

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
_________________________

(Teacher/Staff Member/student)

Dear  _________________,

Thank you for your referral of ______________________ to the Student Assistance Program.  We will take your concerns to the next meeting* to consider your concerns and gather more information about the student prior to starting the intervention process.  We might ask you to complete a behavioral data form on this student. 

Thank you for your participation in this process.

The Student Assistance Team

