
School Based Health Center Program 

Referral Form 
 

Students Name: _______________________________   Grade: _______  School: _____________________ 

 

Referred By:  

 

School Nurse   APRN   Teacher  Support Staff    

 

Administration  Guidance  Parent/Guardian Other  

 

Referred to: 

 

School Based Health Center        Nurse Practitioner           Social Worker         Dental 

 

Explain nature of concern: ___________________________________________________________________                   

 

_________________________________________________________________________________________ 

 

_________________________________________________________________________________________ 

 

Severity of Concern: 

 

Mild   Moderate  Severe 

 

Please select all that may apply: 

 

Sick Visit  School/School Physical     Medical Issues Dental  

 

Anger Management  Bullying Behavioral Concerns  Conduct 

 

Self-Esteem  Self-Injury  Anxiety/Depression  Relationship Issues 

 


