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Student Assistance Program (SAP)
Screening by a mental health/drug & alcohol liason


	Student’s Name: _________________________________________________
	Grade: _______
	Student’s Date of Birth: _________________________________________


__________ I give permission for my son/daughter to participate in a confidential screening conducted by the SAP Liaison during school hours at my child’s school building.  I understand that this screening is conducted as part of the SAP process and the recommendations will be shared with the SAP Team.  It will allow the SAP team to make appropriate referrals and necessary linkages to in-school and out-of school supports for my child.  This information will also be shared with me. 

__________ I do not give permission for my son/daughter to participate in a screening conducted by the SAP liaison.  I understand that should I change my mind, I can contact anyone on the SAP team.  

Parent/Guardian Signature: _________________________________________________________

Date: _________________________

[bookmark: _GoBack]

image1.png
Centre
Leaming

Community
Charter School






Studen At P (5A7)
Srvnig s el b g & sl s

e .

g pemision oy son g i oo

et e tppope ol nd ey gt shoo ok of
oty i o e e b i
Lot g sty it s
ity e O e bt S e o

[ —




