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LEARNING PERSPECTIVES




 Referral and Admission / School
Therapy Program
Eddie Jackson, MA, LPC ejackson@learningperspectives.com
Phone: 910-297-9843

Fax: 910-362-9192

TO BE FILLED OUT BY SCHOOL STAFF
Date:__________________________________     

Full Legal Name of Client/Student:____________________________________________________________________





        (Last)


(First)


(Middle)

        (Maiden)

Male        Female   DOB_______________

Teacher’s Name:___________________________________________Phone Number__________________________

Parent/Guardian _______________________________________ Relationship______________________

Mailing Address ______________________________ City __________________State_____Zip Code_______

Home Telephone (____)______________Cell Phone (____)__________________   Work Phone(____)____________
Email Address: 













Social Security Number _____________________     

Grade enrolled______________
Name of School Staff referring client/student:____________________________ Phone number:_______________

Reason for referral:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

*School Contact to notify family that Learning Perspectives will be in touch regarding counseling services

TO BE FILLED OUT BY SCHOOL THERAPIST
Ethnicity: Hispanic, Mexican American   Hispanic, Puerto Rican   Hispanic, Cuban   Hispanic, Other   Non-Hispanic Origin 

Race:       White    Black    American Indian, Alaskan Native    Asian or Pacific Islander    Hispanic    Other
Guardian/Next of Kin _______________________________________ Relationship______________________





(Emergency Contact Person)

· Address ____________________________________________________________________________

· Phone ______________________________ Additional Phone Number __________________________

Insurance:_____________________________________________ Place of Birth ________________________

Living Arrangement:   Private Residence   Foster Care   Homeless    Other ________________________

Diagnosis:  Developmental Disability__________________________________________________________


      Medical Condition _______________________________________________________________

                   Mental Illness ___________________________________________________________________

                   Substance Use/Abuse _____________________________________________________________

Currently on Medications?   Yes  No    If yes, name:_____________________________________________

Allergies __________________________________________________________________________________

Dietary Needs______________________________________________________________________________

Special Assistance Needed:


Activities of Daily Living (eating, toileting, mobility, etc...):__________________________________


Instrumental Daily Living (shopping, cooking, money management, etc...):______________________

Mother's Name_____________________________________________________________________________




(Last)


(First)


(Middle)

                 (Maiden)



Employed?  Yes  No

If yes, where?__________________________________________


How long? _________Years _________Months       Phone Number _________________________

Father's Name_____________________________________________________________________________




(Last)


(First)


(Middle)

                 



Employed?  Yes  No

If yes, where?__________________________________________


How long? _________Years _________Months       Phone Number _________________________

Step-Parent is living in the household; Name _____________________________________________________


Employed?  Yes  No

If yes, where?__________________________________________


How long? _________Years _________Months       Phone Number _________________________

Name of school client attends: _______________________________________ 
Child Screened appropriate for PCIT:  

 Yes  
            No

PCIT Criteria:  Child must be between the ages of 2 and 6 and meet diagnostic criteria for ODD, CD or ADHD.

Child Screened appropriate for TF-CBT: 
 Yes 
            No

TF-CBT Criteria: Child must be between the ages of 3 and 18 and meet diagnostic criteria for PTSD.
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