San Bernardino County Department of Behavioral Health

Children, Youth, and Family Services

AB2726 Mental Health Services Referral Form
Referral for:    FORMCHECKBOX 
 Outpatient Assessment  OR   FORMCHECKBOX 
 Residential Assessment
SELPA:  FORMDROPDOWN 

Pupil’s Name:
______________________________
DOB: 
______________
CSIS#: ______________
Address:
______________________________
City: 
______________
Zip:
______________
Parent/Guardian
:
______________________________
Phone:
______________
Cell:
______________
Primary Language of Parent/Guardian
:  ______________
 FORMCHECKBOX 
 Written
 FORMCHECKBOX 
 Oral

School of Attendance:  ______________________________
Contact Person:
______________
Teacher:  ______________
Grade: _____
School Phone:
______________
Fax: ______________
Person to whom IEP requests and other correspondence should be addressed:  ______________________________
Phone:  ______________

Fax: ______________
District of Residence: ________________________
7-digit CDS code: ___   ___   ___   ___   ___   ___   ___
Requirements for Complete and Appropriate Mental Health Services Assessment Referral

CHECKLIST

	Special Education Qualifications
	 FORMCHECKBOX 
 Pupil has, or will have, prior to making the referral, an IEP qualifying pupil for Special Education Services.  Note: For residential assessment, primary handicapping condition must be Emotionally Disturbed.

 FORMCHECKBOX 
 IEP specifically initiates a referral for AB2726 mental health assessment



	Pupil Qualifications
	The pupil qualifications must be evidenced in the contents of the referral packet (e.g., in IEP narrative or assessments).  The content of the referral packet must indicate that the pupil has emotional/behavioral characteristics that are:

 FORMCHECKBOX 
 Observed by qualified educational staff

 FORMCHECKBOX 
 Impede the pupil from benefiting from educational services

 FORMCHECKBOX 
 Are significant in their rate of occurrence and intensity

 FORMCHECKBOX 
 Cannot be described solely as a social maladjustment as demonstrated by deliberate noncompliance with accepted social rules, a demonstrated ability to control unacceptable behavior, and the absence of a treatable mental disorder.

 FORMCHECKBOX 
 Cannot be described solely as a temporary adjustment problem that can be resolved with less than three months of school counseling.

 FORMCHECKBOX 
 The pupil’s functioning, including cognitive functioning, is at a level sufficient to enable the pupil to benefit from mental health services.

Additional Information that indicates these pupil qualifications are met:  

_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________


	Required School Efforts

	Referrals require specific information about efforts the LEA/School has made or considered in aiding pupil.  At least one section below is to be used to describe specific Designated Instruction and Services (DIS), or related services, which have been provided or considered.



	Service:

     
 FORMCHECKBOX 
Provided

 FORMCHECKBOX 
 Considered
	If Provided:  Date Services Started: ___________  Date Services Ended: ___________
Duration (e.g., 45”): _____  Freq (e.g., 1x/wk) _____
Outcome of Services: ___________________________________________________
If Considered, explanation/reason why service is determined to be inappropriate:

_______________________________________________________________________
_______________________________________________________________________


	Service:

     
 FORMCHECKBOX 
Provided

 FORMCHECKBOX 
 Considered
	If Provided:  Date Services Started: ___________  Date Services Ended: ___________
Duration (e.g., 45”): _____  Freq (e.g., 1x/wk) _____
Outcome of Services: ___________________________________________________
If Considered, explanation/reason why service is determined to be inappropriate:

_______________________________________________________________________
_______________________________________________________________________


	Service:

     
 FORMCHECKBOX 
Provided

 FORMCHECKBOX 
 Considered
	If Provided:  Date Services Started: ___________  Date Services Ended: ___________
Duration (e.g., 45”): _____  Freq (e.g., 1x/wk) _____
Outcome of Services: ___________________________________________________
If Considered, explanation/reason why service is determined to be inappropriate:

_______________________________________________________________________
_______________________________________________________________________


	Residential Assessment Referral
	Making a referral for an assessment for the need for residential placement has the additional requirements of:

 FORMCHECKBOX 
 IEP indicates pupil’s primary handicapping condition is ED

 FORMCHECKBOX 
 IEP initiating referral was attended by an authorized representative of SBCDBH



A complete referral for AB2726 Mental Health Services must also include the following:

 FORMCHECKBOX 
  Copy of IEP in which referral for assessment is made.

 FORMCHECKBOX 
  Copies of all current assessment reports completed by school personnel in all areas of suspected disabilities and other relevant information, including reports completed by other agencies.

 FORMCHECKBOX 
  Parent/Guardian consent for exchange of all relevant information between the LEA and SBCDBH.

NOTE: Consents are only valid for one (1) year, and this consent needs to be valid throughout assessment process.  Please obtain a new consent if consent was signed by parent/guardian more than ten (10) months ago.

 FORMCHECKBOX 
  Documentation of the emotional or behavioral characteristics that meet requirements contained in the above section of Pupil Qualifications

Processing Instructions:  SEND COMPLETED PACKET TO FONTANA USD – SELPA 9680 CITRUS AVENUE #33 FONTANA, CA 92335. FOR ADDITIONAL INFORMATION PLEASE CALL 909-357-5000, EXT. 7261.  If needing to locate the SBCDBH staff who will review this referral please contact DBH at 909-421-9300.

� Please list adult who has educational rights regarding the pupil.  If person with educational rights is not parent, please attach any documentation needed to show guardianship.


� Please provide language of preference so that all correspondence and communication may be provided in preferred language.


� All information provided on this document must be substantiated in pupil’s other educational documentation.


� These services include, but are not limited to: counseling & guidance services, including rehabilitation counseling; psychological services other than assessment and development of individualized education program; parent counseling and training; health and nursing services; social worker services; and specially designed vocational education and career development services; recreation services.  Note:  Although three sections are provided on the referral, not all sections need to be completed to make a valid referral.


� Designation of pupil’s primary handicapping condition must be substantiated in pupil’s other education documentation and include evidence of the following: Because of a serious emotional disturbance, the pupil exhibits one or more of the following characteristics over a long period of time and to a marked degree, which adversely affect educational performance: (1) An inability to learn which cannot be explained by intellectual, sensory, or health factors. (2) An inability to build or maintain satisfactory interpersonal relationship with peers and teachers.  (3) Inappropriate types of behavior or feelings under normal circumstances exhibited in several situations.  (4) a general pervasive mood of unhappiness or depression. (5) A tendency to develop physical symptoms or fears associated with personal or school problems.


� If needing to locate an authorized DBH representative to attend an IEP to make a residential referral, please call 909-421-9300.
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