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Parent Consent for Services
[bookmark: _GoBack]Arrow Lakes Distributed Learning School
Service requested for your child:
____ Occupational Therapy 
____ Speech and Language
____ Learning Ability – Assessment (School-based)
____ Learning Ability – Assessment (Psychologist)
____ Counselling
Date: ________________________________________________
Teacher: ________________________________  Learning Resource Teacher: _____________________________
Student’s name: _______________________________________
Grade: ____________________  Date of Birth: ______________
Address: ________________________ Telephone: ___________   Email: _________________________________
Parent/Guardian: ______________________________________
Reason for referral:  Diagnosis / Additional Information / Special Needs / Area of Delay ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other agencies involved: _____________________________________________________________________________
Reports included: ________Yes	_________ No
Parent/Guardian Consent: I hereby provide consent for my child to be seen and assessed by the above professionals. 
________Yes  ________ No			___________________________________________________
						Parent/Guardian Signature
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