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Counseling or Psychotherapy Services 

    CCoouunnsseelliinngg  oorr  PPssyycchhootthheerraappyy  SSeerrvviicceess  
  ((IIff  AApppplliiccaabbllee  --  IInncclluuddeess  SSoocciiaall  SSkkiillllss  CCoouunnsseelloorr  aanndd  PPeeeerr  CCoouunnsseelliinngg))  

  
  

  
NNaammee  ooff  aapppplliiccaanntt  __________________________________________________________________________________________________________________________  
  
TToo  tthhee  CCoouunnsseelloorr  
TThhee  aabboovvee  nnaammeedd  ssttuuddeenntt  iiss  aann  aapppplliiccaanntt  ttoo  CChhaarrlleess  AArrmmssttrroonngg  SScchhooooll,,  aa  sscchhooooll  ffoorr  ssppeecciiffiicc  lleeaarrnniinngg  
ddiissaabbiilliittiieess..    SSoo  tthhaatt  wwee  mmaayy  bbeetttteerr  uunnddeerrssttaanndd  tthhee  aapppplliiccaanntt’’ss  lleeaarrnniinngg  ssttyyllee,,  wwee  wwoouulldd  aapppprreecciiaattee  yyoouurr  
rreessppoonnssee  ttoo  tthhee  qquueessttiioonnss  bbeellooww..    PPlleeaassee  rreettuurrnn  tthhee  ffoorrmm  aatt  yyoouurr  eeaarrlliieesstt  ccoonnvveenniieennccee  ttoo  CChhaarrlleess  
AArrmmssttrroonngg  SScchhooooll  iinn  ccaarree  ooff  tthhee  aaddmmiissssiioonn  ooffffiiccee..    WWee  ggrreeaattllyy  aapppprreecciiaattee  yyoouurr  ccoonnttrriibbuuttiioonn..  
 
1. What is the duration, modality and frequency of contact with this student? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

2. What is the presenting problem and relevant issues addressed in treatment? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

3. How have this child’s learning disabilities affected your treatment of this student? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

4. What is the current and past medication history of this student? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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5. How would you rate this student’s functioning in the following areas? 

• Ability to separate in an age-appropriate manner: 

________________________________________________________________________

________________________________________________________________________ 

• Ability to make and maintain friends: 

________________________________________________________________________

________________________________________________________________________ 

• Involvement in recreational and leisure activities: 

________________________________________________________________________

________________________________________________________________________ 

• Ability to follow rules and adjust to institutional expectations: 

________________________________________________________________________

________________________________________________________________________ 

• Social Skills: 

________________________________________________________________________

________________________________________________________________________ 

6. Will you remain involved in a counseling relationship with this student after CAS admittance? 

______________________________________________________________________________ 

7. Would you recommend further counseling or other services that would help support this student? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Please provide any additional comments that would aid the admission office. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Signature_________________________________________Printed Name__________________ 

School Name_____________________________________City__________________________ 

E-mail___________________________________________School Phone__________________ 
Please return to Charles Armstrong School, Admission Office, 1405 Solana Drive, Belmont, CA  94002 
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