
Trinity Lutheran School 

School Counseling Services Referral 

Date: ________________ 

Name of person completing this form: _____________________________ 

Student Name: ________________________________________________ 

Contact information for parents: __________________________________ 

____________________________________________________________ 

Concerns: ___________________________________________________ 

____________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

Additional pertinent information i.e. parent(s) name, best time to contact, etc.  

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

     Signed________________________________ 

10/08

TLK




