Fairfield High School

Student Assistance Program
PERMISSION FOR ASSESSMENT
Please complete this form and return it to your child’s counselor 
in the enclosed envelope within three days.  Thank you.

I ________________________________________________, give permission for my child, 

__________________________________________ / ___________________________, 

                           (name)                                                            (date of birth)

to be seen by Amy Sipling, School Based Counselor from True North Counseling 

Services.  I understand that my child will be seen for three (3) sessions at no cost to me or my family.
I agree to this recommendation by the SAP team at Fairfield High School.

_________________________________________               _____________________
Signature of Parent/ Guardian      



 Date
_________________________________________               _____________________

Signature of Student





 Date

OR

I DO NOT agree with this recommendation and refuse this service for my child at this time. I understand that this service is being offered at no cost to me or my family and is recommended solely for the purpose of assisting my child in his or her educational pursuits.

_________________________________________               _____________________

Signature of Parent/ Guardian      



 Date
_________________________________________               _____________________

Signature of Student





 Date
Confidential

10/18/2019

