
Staff and Family may contact Mental Health Consultant or Therapist anytime for questions, if there are unmet therapy/consultation needs, for Treatment Follow-up Reports, or want to schedule a planning / goal setting meeting, which program will pay for. 
Referral discussions: Teachers discuss referral w/ ED Coach; FES w/ Teacher; CC Providers or Teachers with CCSC; CFS with PSC.  

MH Budget only supports Head Start / EHS families. GSRP families referred via Health Insurance. 
Family: Reliable transportation Yes [     ] No [     ] Specific name of Insurance or Medicaid Type: _______________________________
Name/location of other children enrolled in HS/EHS program. Name: ______________________ Location: _______________________
DECA P-2 , Clinical or DECA I/T done Yes [      ]   No [      ] Sensory Measure completed (ED Coach approval) Yes [      ]   No [      ] 

Trauma Checklist  Yes [      ]  ACES Questionnaire  Yes [    ] No [    ]   
IEP/IFSP or in process:  Yes [      ] reason: ________________________________________________________ No [      ] 
Check Requested support:   Uncertain of type of support:  Yes [      ]     Referral for parent only? Yes [      ] No [      ] 

Classroom & or Home Interventions:     Classroom Observation [       ] OR Child Observation [      ] Home Visits   [      ] 
Office-based Counseling: [      ] Play Therapy [      ]             

Who is working w/ family? (Teacher, FES, CFS or CC): _________________________________________________________________

Phone(s): _________________________________________Email: ______________________________________________________
Classroom Name / address: ____________________________________________________________________________
ED Coach, PSC or CCSC: ________________________________Phone:___________________Email:___________________________
Enrolled Child (ren): _______________________________________________________________ Date of Birth: __________________
Parent(s)/Caregiver(s) names: _________________________________________ Secondary Home Contacts:
Parent(s)/Caregiver(s) Address: ________________________________________


                                         _______________________________________


Parent(s)/Caregiver(s) Cell:  __________________ Cell: __________________Email address: _________________________________
Classroom / Home Interventions: Inform parents of the name of MH Consultant who will contact them.
Parent/Caregiver Signature: _______________________________________________________________ Date: ___________________

Effective through current school year and ceases if child drops or transitions.  Inform mh manager if child drops or transitions. 

New Release required each school year.
Parent (s) / Caregiver(s) Agree to:  Meeting with MH Consultant/Therapist, and staff to support their child and/or family and for Head Start or Early Head Start Staff and Mental Health Consultant(s) / Therapist(s) communication for formalized treatment goals in these areas: Child observations; various therapies; positive parenting/relationships/family functioning; and/or working on overcoming traumas; assessing & planning for child/family mental wellness strengths and needs; social emotional development; behavioral challenges; and/or sensory needs.                  May the MH Consultant or staff video-tape child/family for identifying strengths/planning? Yes [      ] No [      ] Videos will be deleted.
Referring Staff, states reasons for request, and/or concerns or trauma(s):  _______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Email to: Stacey Parent, sparent@nmcaa.net w/ details or call: 231.313.6755.  Stacey will assign mh consultant/therapist. 
MH Manager Completes: INSURANCE PAID: Yes [     ] No [     ] NMCAA paying: Up to 10 initial sessions; additional needs approval.  
MH Consultant / Therapist Name: _______________________________Phone:______________Email:__________________________
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