





[image: image1.png]qQiuv

Allegheny Intermediate Unit





2010-2011

Student Assistance

Program Forms
Level 3
Date: _______________________
Dear _________________________________,
This letter is to inform you that the ______________________________________ Elementary Student Assistance Program (ESAP) has received a referral concerning your child, _________________________.

Our ESAP Team is composed of the principal, teachers, and guidance counselor.  Our goal is to assist students who may be experiencing difficulties that interfere with their academic success.  The team gathers information in order to help students succeed in school.  All information gathered is confidential.

Enclosed is the permission form that requires your signature in order for your child to become involved in ESAP.  Once this form is signed and returned, any information gathered on your child will be presented to the ESAP Team for review.  We will contact you after we have gathered and reviewed this information.

We would also like your help in gathering information.  We would appreciate your input at anytime.  As the primary influence in your child’s life, we would like to know if there are any concerns or family issues you are aware of that may be an influence your child’s learning.  Your feedback is important to us.

Please sign and return the permission form in the enclosed envelope.  If you have any questions, please call ________________________________________________.
Sincerely,

ESAP Case Manager
Parental Consent for ESAP Services

Your child, 






, has been referred to the Elementary Student Assistance Program (ESAP) at 






 School.  
The ESAP Team is composed of a small group of teachers, counselor, & principal who have had special training to work with you and your child’s teacher(s) to help him/her better succeed in school.  The team will gather information to identify difficulties that your child may be experiencing, suggest & implement strategies to help your child, and follow-up, as needed.  The goal of the team is to work with you & other teachers or professionals to help your child succeed in school.
 FORMCHECKBOX 

I give permission for my child to participate in the Elementary Student Assistance Program.  (please complete enclosed parental questionaire & return with permission)


(parent signature)





(date)

 FORMCHECKBOX 

I do not give permission for my child to participate in the Elementary Student Assistance Program.  (please return, even if you did not give permission)


(parent signature)





(date)

Parental Permission for Continuation of ESAP Services
____________________________ was referred to the Elementary Student Assistance Program (ESAP) during the 2009-2010 school year.  Your child’s progress will continue to be monitored by the ESAP team at 






 School.  
The ESAP Team is composed of a small group of teachers, counselor, & principal who have had special training to work with you and your child’s teachers to help him/her better succeed in school.  The team will gather information to identify difficulties that your child may be experiencing, suggest & implement strategies to help your child, and follow-up, as needed.  The goal of the team is to work with you & other teachers or professionals to help your child succeed in school.
 FORMCHECKBOX 

I give permission for my child to participate in the Elementary Student Assistance Program.  (please complete enclosed parental questionaire & return with permission)


(parent signature)





(date)

 FORMCHECKBOX 

I do not give permission for my child to participate in the Elementary Student Assistance Program.  (please return, even if you did not give permission)


(parent signature)





(date)

STUDENT ASSISTANCE PROGRAM

ASSESSMENT AGREEMENT & Verification

Student:  






Date:  




We agree to follow the recommendations for the Student Assistance Program and the administrator of the school to obtain an assessment at:

Name of Program:
______________________________________________________________
Program Address:
______________________________________________________________
Program Phone Number: _____________________________
Date/Time of Appointment: __________________________
We agree to:

1. make an appointment within _________ days.

2. notify the above administrator or Student Assistance Team within 24 hours should the facility or date of the appointment change.
3. Have this form signed by the Assessor (this will accompany the student or parent to school the day after the assessment.)

______________________________________

_____________________
(Student)






(Date)

______________________________________

_____________________
(Parent/Guardian)





(Date)

______________________________________

_____________________
(Administrator/SAP Representative)


(Date)

 FORMCHECKBOX 

The student listed above completed an assessment as recommended by the Elementary Student Assistance Program.

(Assessor Signature)




(Date)
(Assessor: print name)
REFUSAL TO OBTAIN SERVICES

Our Elementary Student Assistance Team, classroom teachers, and the Principal recommend that you obtain an academic and/or behavioral health assessment for your child,

______________________________________.  We have implemented numerous strategies & used all of our available resources in support.  However, your child is still experiencing difficulties.  Having exhausted our options, we feel strongly that an outside assessment is necessary to help your child succeed in school.

 FORMCHECKBOX 
  Academic Assessment

 FORMCHECKBOX 
  Behavior Assessment

Principal






SAP Team Coordinator
I/We understand that the school recommends an academic and/or a behavioral health assessment for my child, 





.  I/We refuse to obtain this assessment.

Parent/Guardian





Date

Elementary Student Assistance Program

Student Log

School:










Date:  

	Student:
	Grade:
	Referral Reason:
	Action Plan: 
	Outcome:

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________


	Student:
	Grade:
	Referral Reason:
	Action Plan: 
	Outcome:

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________

	 FORMCHECKBOX 
  Parent permission obtained.

 FORMCHECKBOX 
  Parent contacted about ESAP Program
	
	
	
	 FORMCHECKBOX 
  In-school/Team intervention

 FORMCHECKBOX 
  Refer to school counselor

 FORMCHECKBOX 
  Refer for Acad. Testing @ S.D.: ________________________________

 FORMCHECKBOX 
  Refer for MH Assess.       Agency: _____________________________

 FORMCHECKBOX 
  Refer for Dev. Assess.     Agency: _____________________________

 FORMCHECKBOX 
  Continue existing MH services

 FORMCHECKBOX 
  Refer to CYF   FORMCHECKBOX 
  Other: ______________________________________


Elementary Student Assistance Program

Parent Questionnaire

When we spoke on the phone recently, I explained that your son or daughter has been referred to the Student Assistance Team.  The student assistance process is designed to assist parents in helping their son or daughter deal effectively with issues that present barriers to their learning.  The information gained through this process and other school data will be used to help determine the best way to help your son or daughter.

First, it is important to identify the strengths and positive behaviors your son or daughter displays.  These can be very important for helping him or her to overcome problems that may stand in the way of success at school.  Please complete the following information regarding your son or daughter.

Student Name: ____________



____
Date: 





Parent/Guardian Name: 



            Relationship to Student: 
______

	Strengths:
Please check all that you believe apply to your son or daughter.

(
Able to work independently

(
Joins in extra activities at school or in community

(
Works well in a group

(
Wants to and likes to learn 

(
Displays good logic/reasoning and decision making

(
Is a good leader

(
Can accept criticism

(
Considerate of others

(
Good communication skills

(
Cooperative

(   Possesses good interpersonal skills

(   Displays positive values (responsibility, honesty, equality, caring)

(   Follows rules

(   Uses time wisely

(   Helps others

(   Is connected to and likes school and staff

(   Strives to achieve their best

(   Other: 






(   Other: 





	Positive Traits at Home:

Please check all that describes your son or daughter’s behavior at home.
(
Generally complies with family rules, curfews, etc. 

(
Does household chores

(
Participates in family activities, meals, etc.

(
Cares about appearance, health, etc.

(
Takes appropriate pride in self and their possessions, keeps room reasonably neat

(
Behavior is appropriate with peers and siblings

(
Generally respectful toward parent(s)/

caregiver(s) and others

(   Other: 






(   Other: 









Listed below are some common problem areas, as well as changes, that you may have begun to notice in your child.  If your child’s behavior matches any of the warning signals listed below, please check them off.  

	Personality:

Have you observed any of the following with regard to your son or daughter’s personality? (Check all that apply) 

(   Noticeable mood swings

(   Frequent, extreme highs or lows

(   Crying seemingly without explanation

(   Appearing very irritable or hostile without reason

(   Extremely negative or apathetic attitude

(   Spending a lot more time alone, in his/her room

(   Exhibiting general loss of energy, motivation, interest or enthusiasm; is increasingly uninterested

(   Other changes: _____________________

________________________________________


	School:

Have you observed any of the following with regard to your son or daughter’s school experience? (Check all that apply) 

(   Experiencing more problems in school than usual

(   Recent or rapid drop in grades

(   Stopped participating (or showing less interest) in extracurricular activities such as sports, clubs, etc.

(   Caught forging notes to his/her teacher or excuses for absences from school
(   Having problems getting your child to go to school

(   Wants to drop out of school

(   Other: 




_________



	Friends/Relationships:
Have you observed any of the following with regard to your son or daughter’s friends/relationships? (Check all that apply) 

(   Stopped spending time with old friends

(   Hanging out with friends you don’t know

(   Doesn’t want you to meet his or her friends 

(   Friends immediately go to child’s room avoiding contact with family members

(   Son or daughter receiving many short phone calls

(   Son or daughter not where they tell you they are

(   Spends less time in family activities

(   Is verbally or physically abusive of family members

(   Blaming others; refusing to take responsibility for self

(   Refuses to follow family rules

(   Other: 







	Crisis Indicators:
Please check all that you have observed with regard to your son or daughter.

(
Has expressed desire to die

(
Given away/sold personal possessions

(
Has expressed desire to join someone who has died

(
Has made suicidal threats/gestures

(
Has experienced a recent death of family member or close friend

(
Other stressors (please explain)

____________________________________________       ____________________________________________

____________________________________________



	Physical Traits:
Have you observed any of the following with regard to your son or daughter’s physical appearance/traits? (Check all that apply) 

(
Unsteady on feet

(   Noticeable change in weight

(
Complaining of nausea/stomach ache

(
Glassy/bloodshot eyes

(
Unexplained physical injuries

(
Poor motor skills

(
Frequent cold-like symptoms

(   Self abuse or self mutilation

(
Doesn’t keep self clean/poor hygiene

(
Preoccupied with personal health issues

(
Fatigue/constantly tired

(   Disoriented

(   Change in sleep habits 

(   Headaches

(
Food issues (example: refusal to eat, etc.) (please explain)_______________________

____________________________________

	Legal/Financial:

Is your son or daughter experiencing any of the following legal or financial problems? (Check all that apply) 

(   Curfew violations

(   Seems to have more money than job or allowance would provide

(   Been caught with tobacco, drugs and/or alcohol

(   Been caught taking things from home or neighbors’ homes

(   Family members missing money or items from the home (cameras, stereos, watches, TV’s, etc.)

(   Other: 




    


What are your concerns for your child that may be a barrier to his or her learning?

What does your child tell you about his or her school experiences?

Would you like to speak directly with a member of the SAP Team?  

   ( Yes
  ( No

ESAP/SAP Recommendations

On ______________, the ESAP/SAP Team met & discussed _______________________.
        
(date)








(Student name)

After further discussion, the ESAP/SAP Team is recommending the following for your child:
 FORMCHECKBOX 

Behavioral assessment completed by a Psychologist or Psychiatrist. (for referral contact, please see the reverse of your insurance card or contact the ESAP/SAP coordinator, ____________________________________, at your child’s school)
 FORMCHECKBOX 

Academic Evaluation completed by the School District (SD) of residence. (where your child would go if not attending non-public school; sample letter to SD enclosed)
 FORMCHECKBOX 

Academic assessment/observation completed by AIU3 in order to access Equitable Participation Services.
 FORMCHECKBOX 

Behavioral assessment/observation completed by AIU3 in order to access Equitable Participation Services.
 FORMCHECKBOX 

In-school counseling from AIU3 school counselor (consent form enclosed)
 FORMCHECKBOX 

Other:  ___________________________________________________________.
Thank you for your consideration in this matter.

Please contact ___________________________________________, if you have any 





(ESAP/SAP Team Member)
questions, concerns or updates.

 FORMCHECKBOX 

Yes, I will schedule the above stated assessment/evaluation for _______________.












     Date
 FORMCHECKBOX 

No, I refuse to schedule or follow the above recommendations.
___________________________________________


________________

Parent Signature







Date
I hereby authorize the use and/or disclosure of my individually identifiable health information as described below.  

Failure to provide all information requested may invalidate this authorization:

	Name:  ___________________________________________________
	Date of Birth:  ___________________

	Address:  _________________________________________________
	Telephone #:  ____________________


Individual(s) or organization(s) authorized to RELEASE the information:

	Name:  _______________________________________
	Address: ______________________________________

_______________________________________________

	Telephone #:  _________________________________
	

	Date(s) of treatment:  (note: authorization is not valid prior to care being rendered.)

	From date:  ___________________________________
	To date:  _____________________________________


The specific information to be disclosed from my medical/treatment records includes:
	____  Two way verbal communication
	____  Two way written communication
	____  Permission to FAX records

	____  Academic Records
	____  Psychological/Educational Testing
	____  Psychiatric Evaluation

	____  Developmental Assessments
	____  Teacher/Counselor Observation
	____  Treatment Plan

	____  Behavior Plans/Assessments
	____  Medication Records
	____  Medical History/Physical Exam

	____  Other:


Purpose of disclosure:  _________________________________________________________________________

Individual(s) or organization(s) authorized to RECEIVE the information:

	Name:  _______________________________________
	Address: ______________________________________

______________________________________________

	Telephone #:  _________________________________
	


Individual Rights:  I understand that signing this authorization is voluntary, and cannot deny me any treatment for not agreeing to sign this authorization.  I understand that I may see a copy of the information described on this form.  I understand that once the above information is disclosed it may not be under the control of the releasing individual/organization and may not be protected by federal privacy regulations, therefore, there is a potential for unauthorized re-disclosure by the recipient.  I understand that this authorization may be revoked by at any time.  I understand that if I do revoke the authorization, I must do so in writing and present my written revocation to be filed in my medical record, which will not apply to information that has already been disclosed in response to this authorization.  If I have questions about the disclosure of my information, I may contact the releasing individual/organization.  I hereby certify that I have read this authorization and agree to the terms.  

COPY OF AUTHORIZATION ACCEPTED BY CLIENT:   FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

HIV-related information, psychiatric care, and/or treatment for drug/alcohol use contained in parts of the record indicated above would be released through this consent unless otherwise indicated:
 FORMCHECKBOX 
  DO NOT RELEASE

I understand that this authorization is limited to the purpose and to the person(s) listed above and will be in effect for one year after the date of my signature, unless revoked by written notice.

This Authorization will EXPIRE on the following date:  _________________________.

_______________________________________________________

_____________________________

Signature (student may sign if 14 or older for Behavioral Health)

Date

_______________________________________________________

_____________________________________________

Printed Full Name






Staff Signature/Date

If you are the legal representative of the person listed above, please indicate the basis of your authority:

 FORMCHECKBOX 
 Parent of minor




 FORMCHECKBOX 
 Guardianship Order (attach copy)

 FORMCHECKBOX 
 Other (specify):  ____________________________












