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School Based Therapy Program

Student Name: Birthdate Date:

School Building: Grade: Referred by:

Presenting Problem/Issue:

Therapist: Date Received:
Date of Initial Contact with Student: Comment:
Date of Parent Contact Comment

Attempted Contact:

Follow Up Appointment:

Telehealth:

Parent (s) Name:

Address: Phone:

Scheduled Appointments:

Therapist/ Date



