EDUCATIONALLY RELATED MENTAL HEALTH SERVICES

ERMHS COVER SHEET  *

Request for assessment for ERMHS through Butte County SELPA

                                                                                                                                                             DATE:           
      Continuing Service IEP date:  Initial Assessment       (attach copy)
To:         ERMHS Coordinator 

From:     Printed Name: 
Student Name: 
Parent(s)/Guardian(s): 
Address: 
School:  FORMTEXT 

       


Grade: 
Primary Eligibility: 
Related Services: 
Case Manager: 

      FORMTEXT 

     
 

Phone: 

Email:  FORMTEXT 

     
Psychologist: 

     

     


Email:  FORMTEXT 

     


Phone: 
Other Agencies Involved (Social Services, Foster Placement, Probation, Mental Health, Regional Center)? Please include case manager names and contact information: 
What is the current behavioral goal which if met would signal that the student no longer needed the additional ERMHS in order to benefit from special education services—Reason for ERMHS  FORMTEXT 

     
Current behaviors interfering with student’s ability to benefit from SPED. FORMTEXT 

     
Other pertinent information (Suicidality, Hospitalization, etc..)  :  FORMTEXT 

     
District Special ED Coordinator/School Psychologist  FORMTEXT 

     
Date FORMTEXT 

     
BCOE ERMHS Coordinator  FORMTEXT 

     
Date FORMTEXT 

     
*This cover sheet and the ERMHS referral are to be sent to Jim Voss PhD  ERMHS Coordinator BCOE
1859 Bird Street Oroville, CA 95965   jvoss@bcoe.org        (530) 864-4347
Approved 9/27/11:  Revised 10/25/11:  1/24/12 Revised 7/30/12 DRAFT JV
1

