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Required
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(school name/district)

(Parent/Legal guardian's signature IF patient is a minor) 

(Parent/Legal guardian's name IF patient is a minor) 





Required

(Patient's name)

(Parent/Legal guardian's name IF patient is a minor)

(school counselor's name & school campus name)

Required

Required

Required
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*

Required

Required(Parent/Legal guardian's signature IF patient is a minor)



(Parent/Legal guardian's signature IF patient is a minor)

(Parent/Legal guardian's name IF patient is a minor) Required

Required



This only applies to inpatient stays

(Parent/Legal guardian's signature IF patient is a minor)

(Parent/Legal guardian's name IF patient is a minor) Required

Required



TCHATT services are provided at NO Cost

Required

(Parent/Legal guardian's signature IF patient is a minor)

(Parent/Legal guardian's name IF patient is a minor)

Required



Required

Required

(Patient's name)

(Parent/Legal guardian's signature IF patient is a minor)

Required(Parent/Legal guardian's name IF patient is a minor)

Required




