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CONFIDENTIAL REFERRAL FORM 
 
 

To: START (Student Assistance Referral Team) 
 

From: _____________________________________ Date:___________ 
 

Student: ____________________________________ Grade___________ 
 
 

Reason for Referral: Please provide specific, observable, and factual information. 
(A START referral does not require concerns in all four areas): 
 
Academic: 
 
 
 
 
Behavior: 
 
 
 
 
Health:  
 
 
 
 
Attendance:   
 
 
 
Special Note: Emergencies such as suicide threat, overdose or medical emergencies require 
immediate referral to a principal or designee. 
_______________________________________________________________________ 
 
Please fill out this form and place it in one of the following locations: 

 In a confidential envelope in Stephanie Brett’s Mailbox   
 In the START box located in the Nurse’s Office 
 In the START box located in the Library 
 In the START box located in the Student Services Office  
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