Austin Child Guidance Center

ACCESS Family Services
REFERRAL FORM 

Date of Referral:_______________  Referred By: __________________________________ Referring School: _______________ 
Contact person (if different from referral): _____________________________   Phone:_______________   Fax: ______________
Child’s Name: __________________________________________     Special Education?  ⁫Yes ⁫No
Grade level:________    DOB: ___________    ⁪  Male ⁪  Female     Student ID: ___________________    Ethnicity:______________________________

Parents’/Legal Guardian names: _____________________________________ Relationship to child:________________________
Family Composition: ⁪Dual Parent  ⁪Single Parent ⁪Adopted  ⁪Foster Care  ⁪Kinship Care

Work Phone: _______________________ Home Phone: ________________________ Cell Phone: ________________________

Home Address: ____________________________________________________________________________________________

Special considerations (preferred language, needs related to disability, etc)_____________________________________________

Reason(s) for Referral: 

School Behavior: __________________________________________________________________________________________  _________________________________________________________________________________________________________

_________________________________________________________________________________________________________
Home Behavior: ___________________________________________________________________________________________ _________________________________________________________________________________________________________

_________________________________________________________________________________________________________
Exclusionary Criteria:  ⁪ Sex offender   
⁪Severe developmental disability (IQ < 50)   
⁪No caregiver present   
⁪Active psychosis 
⁪Current domestic violence*

*Not exclusionary if there has been at least 6 months without violence in the home and perpetrator is receiving or has received treatment.

Significant Behaviors:   ⁪ Setting fires    ⁪ Possessing weapons on school property    ⁪ Probation (2ndary offense) 
⁪ Multiple risk factors (3 or more of the following):
___ Active suicidal ideation

___ History of suicide attempts
___ Running away repeatedly

___ Self-injurious behaviors
___ Alcohol/Substance abuse

___History of abuse or trauma

1. Has the student been staffed by the school’s IMPACT Team?   ⁫Yes   ⁫No 

If yes, date________________  
Summary of discussion _____________________________________________________________________________________ 
2. Is the student currently taking any medications? ⁫Yes   ⁫No
If yes, what? ____________________________________
3. Does the family have reliable transportation?      ⁫Yes   ⁫No
4. Has the family ever tried counseling/therapy?     ⁫Yes   ⁫No
5. Is your student involved in juvenile justice?        ⁫Yes   ⁫No 
Primary Charge__________________________________
6. Has your son/daughter ever been admitted to a psychiatric hospital? ⁫Yes   ⁫No   If yes, date? ________________________
7. What stressors and/or changes have occurred (if any) in your child’s life in the past year?______________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
8. History of trauma or violence _____________________________________________________________________________
9. Has your child ever been any involvement with Child Protective Services? ⁫ Yes  ⁫ No 
If yes, explain:_____________
_________________________________________________________________________________________________________

The agreement below is to be signed by the youth’s parent/legal guardian. The signature indicates the parent/legal guardian’s consent to be contacted by an Austin Child Guidance Center Therapist and allows for communication between ACCESS, the referring entity, and the Austin Child Guidance Center (ACGC). 

Parent Participation Agreement

I, ___________________________, agree to allow ____________________________ to provide information to and          
      Parent/Legal Guardian



Referring Individual/Agency
receive information from ACCESS Family Services Therapists regarding my child _______________________ and 










       Child’s Name

family. I am further consenting to be contacted by the Austin Child Guidance Center so I can be provided additional information regarding how this program can serve my child and family.  We (I) further agree to and do hereby release and hold harmless the Austin Independent School District, its officials, employees, and representatives, from any and all claims or causes of action that we may have now or may in the future have, relating to or arising out of the above named student receiving counseling on campus from a non-district counselor.

_____________________________
__________         
_____________________________
__________

Parent/Legal Guardian

Date


Referring Individual/Agency 

Date

Data Sharing Agreement
The Austin Independent School District in collaboration with the Austin Child Guidance Center has my permission to record basic demographic information about my family and track information about my child’s school behavior (such as attendance, disciplinary actions, or referrals).  These data will be collected so that ACGC can monitor student participation and to evaluate and improve its programs.  I give permission for ACGC to collect these data for program evaluation even if my student does not participate in ACGC programs or discontinues program services.  I can withdraw permission for data access at any time by contacting the ACCESS Family Services Coordinator, Stephen Kolar, at 451-2242.

_____________________________
__________         


Parent/Legal Guardian

Date



To be signed by AFS Therapist

I have been granted permission by the parent for the above named student to proceed with therapeutic services with Austin Child Guidance Center.  I understand that any unauthorized disclosure of confidential information is prohibited as provided in the federal Family Educational Rights and Privacy Act of 1974 (FERPA), 20 U.S.C. 1232 eg. seq. and in the implementing federal regulations found in 34 CFR Part 99.  FERPA is specifically incorporated into the Texas Public Information Act.  It is listed as an exception to records that are subject to disclosures to the public.

I hereby affirm that I will not distribute to any unauthorized person any information, data or reports that I have access to or may generate using confidential data.  

I understand that any intentional, knowing, or negligent release of confidential information to unauthorized persons may also subject me to a legal cause of action for violation of an individual’s civil rights in addition to state or federal criminal penalties.  

_____________________________
__________

AFS Therapist


Date


FAX COMPLETED FORM TO 454-9204   ATTN: AFS Coordinator

For questions related to the program you can contact an AFS Therapist at (512) 451-2242.

www.austinchildguidance.org


