SPECIAL EDUCATION / AB 3632

SERVICE NOTIFICATION

Date: 
     


Name:
     
DOB:
     


(child served)



School District:
     


(name)


     


(address)


     
     


(city)
(zip)

School Contact Person:
     

The Special Education Student named above is now receiving Outpatient Mental Health services 

as stipulated in the IEP plan as a result of AB3632 screening and recommendation for treatment. 

The child is being seen at
     
Outpatient services located


(clinic name)

at 
     
in
     

          (address)
(city)

Treatment was began on 
     .

The Therapist assigned to the case is       who can be reached at the following number      .

Please send IEP notification to       at the address above.

Routing:

cc:
School Case Carrier (2)


Parent/Guardian


AB 3632 Coordinator

