MADISON METROPOLITAN SCHOOL DISTRICT

Notification of Student Self-Harm Concern to Mental Health Provider

Dear Mental Health Provider ____________________________________:  Date/Time of Assessment: ______________

I am concerned about the safety of a student:


My impression is that the safety risk is:

(   Urgent/imminent  

(   Potential  Risk—Clinical risk assessment needed

My concerns are:

(   Has current thoughts and/or intent of suicide or other self-harm

(   Has past attempts

(   Has done some planning 

(   Has specific plan 

(   Has lethal plan 

· Has access to means 

· Will/Will NOT consent to no self-harm contract 

· Family member or peer has completed a suicide 

(   Vegetative symptoms of depression, unable to function 

(   Possible/probable AOD 

(   History of significant mental health problems in family 

I have documented my concerns via:

(   Student’s unsafe behaviors 

(   Student interview 

(   Interview of parent 

(   Depression Screening 

(   Other 

What does the student say about what keeps them from taking action today? 

I am operating with the following permissions from parent/guardian:

(   Attached signed Authorization to Obtain or Release Patient Health Care Records (101370).

(   Verbal permission for release of information in this urgent situation documented in our records.

(   Unable to reach parent/guardian or emergency contact.

· Contacted primary care physician _________________ who gave permission for us to contact a mental  

health provider.

· Parent has refused release of information and the police and/or Dane County Human Services have been 

contacted.


(   Other 

This information is being sent to you via: (   the parent    (   faxed to your office


Dean – 252-8226 Behavioral Health Services (Press 0 to get receptionist)  FAX 283-7193

UW Health – 282-8960   FAX  287-5993

Unity  (Commercial) - 282-8960   Unity (MA) Mental Health Ctr of Dane Co. 280-2610


       
          Use for all referrals for Suicide Risk

Mental Health Center of Dane County  - 280-2610





                 Keep a copy for your professional records

Group Health Cooperative – 257-9700


(OVER for Instructions)




           August 2004
Student Name:___________________________________________School:	





Address:_____________________________________ Parent(s) Name(s):	





Telephone:_____________/_________________/________________ DOB:	        


                     Home#                                   cell#                          Parent’s Work#


Insurance:____________________________ Clinic/Primary Care Physician:	





Current Therapist:___________________________





Student Services Professional: _______________________________________________________________ 


			(Print)					(Sign)


Phone #_________________  email address:____________________________________________________








