
HOLY SP1IUI FSLC Handbook - Aendix A

HOLY SPIRIT ROMAN CATHOLIC SEPARATE REGIONAL SCHOOLIVIS]ON

FAMILY SCHOOL LIAISON PROGRAM

Student Name:

______

Age:

_____

Birth Date:
(dimly)

Date Referred:

Referred By:
(dimly)

School: Grade: Homeraam Teacher:

N a me

______________________ ________

Address

_____ _____________ _________

City / Postal Code________________

Phone (Home) (Work)_

Cell / Other___________

E-mail address________

-- -

Parent I Guardian Relationship to student:_

________

Student resides with this person L Yes No

Name

_________

Address —-____________________

________

City / Posta1 Code______

______________
_____

Phone (Home) -______________ (Work)_______________

Cell I Othc

E-mail address__________________________________

Parents Contacted By. -

Reason for ReferroL

_______

Please check all that apply

PrincipaVs Signafure

Received by amily School Liaison Counsel)or

Date

Date

CATHOLIC SCHOOLS

FAMILY DATA

Parent / Guardian Relationship to student:_

________

Student resides with this person Li Yes Li No

Li Abusing others Li Decision-making Li Friendship! relationships Li Nightmares Li Stress

Li Academic concerns Li Depression Li Inseourity/lovi Li Obsessions Li Substance abuse

Li Alcohol Li Dvorce/sepmation Li selt-esteem Li Physical aIments Li Suicidal thoughts

Li Ambition Li Drugs/ac ohol use Li Con&iness Li Sad Li Victim

Li Anger/acting out Li Eating dsorder Li Looks/acts tied Li Selt- control Li Work habits

Li AttentlDn problems Li Err otonal/physica! abuseLi Loss/glet LiSexudtyshyness

Li Bullying Li Family Concern Li Memory Li Sleep/insomnia

Li Concentration Li Fecrs/anx!eI-y Li Nerv’ouslinltabte Li Social tl[s

Holy Spirit Roman Catholic Separate Regional School Division



HOLY PIPET

Holy Spirit Roman Catholic Separate Regional School Division 4

/

famih School Liaison Cotinseling Sc;ices

I -_‘ Patent / Guaicltn Consent Foina
or

CATEtOUC SOHOOL
Student to Receive Counseling Services

______________________________________________________________________

understand the folloxing:
(Parent’guard tan name) Please print

• confidential information may need to be shared (in certain circumstances)

• the counselling process, and its risks and benefits

• the storace of the student’s counseling file

• access to the counseling file

• student’s andor family member’s rights in counselling

I agree that I am legally authori7ed to give permission for counselling services. ihe terms of guardianship are as

follows:

E No Guardianship Exists D Joint Guardianship

D Sole Guardianship ü Child Welfare Authority

D Other

I hereby give permission for

_________

-—

___________to

receive counseling services through the
(students name)

Holy Spirit Roman Catholic Separate Regional School Division #4 Family School Liaison Counseling Program.

I understand that this consent will be valid until the end of the current school year or until such permission is

rescinded by inc in writing.

Signature:

____________________________________________________

Date:

___________________________

(Parentguardtan signature)

Vote liii c copy shall remain on file

620 12 St. B North
Lethbridge, AB TIH 2L7

Ph: 403 3279555— Fax: 403 327 9595
Last Re’ied April 2015


