
















id School Health Services School Year 2025-2026 

Gila River 
School site location: BWCS, SES, SMS, CBCS, SPIM, GXES, GXMS, M\'CS 

HEALTH CARB 

Parent/Guardian CONSENT to TREAT for Additional Health Services (Optional) 
Gila River Health Care (GRHC) Departments (page 3 of 3) 

Child's Name: Date of Birth: Person ID#: M / F 

Parent/Guardian: 

Home Phone: Cell Phone Work phone: 

BEHAVIORAL HEALTH SCHOOL COUNSELING PROGRAM (Optional) 

Gila River Health Care (GRHC) has established a Behavioral Health School Counseling (BHSC) Program with your 
child's school to provide support/counseling services during school hours intended to promote social emotional 
wellness, educational progress and success. If you would like your child to be eligible to receive these services, you 
will need to complete the "opt in" section below. If you do not want your child to receive these services, you may opt 
out of the program by completing the "opt out" section below. Your decision to opt in or out of the program will not 
prevent your child from receiving services in crisis situations. 

Please check ONLY ONE BOX below 
OPT-IN TO THE BHSC PROGRAM: (Check only 1 of the 2 boxes) 

C I want my child to be eligible receive support/counseling services as needed through the BHSC Program. 

I authorize the GRHC BHSC Program to provide support/counseling services (in person or through virtual means), to 
the extent consistent with Program requirements and in coordination with my child's school, when detennined 
appropriate to support my child's social-emotional wellness, educational progress and success. 
I understand that if it is determined that my child would benefit from ongoing behavioral health services such as 
ongoing groups, one-on-one therapy or referrals to other behavioral health services outside the BHSC Program, such 
services will be discussed with me and a separate consent form will be sent home with my child before any of these 
services are provided. I authorize the BHSC Program to share my child's infonnation with school personnel only as 
necessary to facilitate the services hereunder (including providing a copy of this form to the school) and to protect the 
health and safety of my child and others. 
OPT-OUT OF THE BHSC PROGRAM: (Check only 1 of the 2 boxes) 

□ I do not want my child to be eligible to receive support/counseling services through the BHSC Program. I
understand that this means that my child will not receive behavioral health services (except in crisis situations) during
school hours for the 2025-2026 school year unless consent is provided at a later time. I authorize the BHSC Program to
provide a copy of this fonn to my child's school.

For auestions contact: 520-796-2631 s:rhcschoolcounselin2@2rhc.or2 

X X X 
Print Name of Parent/Legal Guardian Signature Date 

Gila River Health Care Contact Information: 
Hu Hu Kam Memorial Hospital: 602-528-1200 I 520-562-3321 

Komatke Health Center: 520-550-6000 
Hau'pal (Red Tail Hawk) Health Center: 520-796-2600 
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