

School Permission Slip

School Counseling Program
School year 2019 - 2020
Date:  __________________________

Student’s name:  ____________________________________

Teacher’s name:  _____________________________
Grade: __________

Parent’s names:  __________________________________________________________

Contact Information:
**Please include a number /email for each parent.
 Home:  _____________________________________________

  Work: _____________________________________________

    Cell: _____________________________________________

   Email: ____________________________________________
I would like for my child to participate in the following: 
_______________individual counseling only

_______________group counseling

_______________individual and group counseling

Parent’s signature:  ________________________________________________

Parent Comments (please include any relevant information or reason for a referral):

Rec’d by Counselor: ________________________

Revised:  August 5, 2019

Shelli Bond/AES


