
401 S. Mechanic St., Jackson, MI  49201   517.200.9889      517.252.9889 

  april@soulandpsychecounseling.com    www.soulandpsychecounseling.com 

School Counselor Referral FORM 

Student Information 

Name:    Date of Birth:  

Street Address: 

City, State, Zip:  Phone:  

Parent or Guardian:  

  Relationship to student:  Phone:  

Referral reason:  

Referring Counselor:  

School District: 

I voluntarily consent to share my contact information with Soul & Psyche Counseling Services, LLC. 

_______________________________________________________ 
Student Name (please print) 

_______________________________________________________ 
Parent or Guardian Name (please print) 

_______________________________________________________ _________________________ 
Parent/Guardian Signature OR Student Signature (if over 18) Date 
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