
___ ___ 

Sargent Central School-Based Mental Health Referral Form 

Date of referral: 

Referring Worker: Phone: 

Child: Grade Date of birth: 

Parent/Guardian:  Phone:   

Parent/Guardian:  Phone:   

Parent Email Address:________________________________________________________________________ 

What are the best times to see the student:   

Any times to avoid seeing the student? _No _Yes (please list):   

Reason for referral: 

Please email completed referral form to mindie.bopp@k12.nd.us 

For Internal Use: 
Client ID:____________________ 

Email Address:_________________________________________________________________________________________ 

Payer Source:_________________________________________________________________________________________ 

ID #:__________________________________________________________________________________________ 

Group #:_______________________________________________________________________________________ 

Policy Holder:___________________________________________________________________________________ 

Policy Holder DOB:_______________________________________________________________________________ 

Policy Holder Address:____________________________________________________________________________ 

Updated 8/2019 
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