ANTELOPE VALLEY UNION HIGH SCHOOL DISTRICT
STUDENT SERVICES 548 W Lancaster Blvd., LANCASTER, CALIFORNIA  93534-3226; (661) 729-2321

Date:  _______________________________

PARENTAL CONSENT FOR COUNTY MENTAL HEALTH SERVICES

I give my consent to the following regarding my son/daughter:

Name:  ______________________________
Date of Birth:  _________________

School Placement:  ____________________________________

1. Referral to County Mental Health.

2. The forwarding of educational reports by ___________________________________

School District to County Mental Health.

3. Observation by a representative(s) of County Mental Health during the school day.

4. The forwarding of a report of County Mental Health’s finding to ________________

_________________________ School District to:

Parent/Guardian’s Signature:  ______________________________  Date:  ___________

Address:  ________________________________________  City:  _________________

Zip Code:  __________  Telephone Number:  (      )______________________________





For Office Use Only:  Date sent to DMH: __________________________________








