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As they navigate the ups and downs of school and afterschool, many children benefit from 
individual and/or group counseling services. These supports are available through CASA at no 
additional cost to you, and are provided by CASA’s Mental Health & Wellness Counselor Lily 
Cardasis, MA, AMFT, a Marriage and Family Therapist Registered Associate working under direct 
supervision of a licensed therapist.  

In order for your child to receive individual or group counseling services we are required to obtain 
this parent/guardian permission. You have the right at any time to submit a written retraction of 
your permission for counseling, which will be effective immediately. If you have further questions, 
please contact Lily Cardasis at lily@lilycardasis.com, or 415.748.5297. 

Information shared between your counselor and a minor student during the course of counseling is 
confidential. However, consenting parents and guardians are often involved in the counseling 
process. Consequently, your counselor, in the exercise of her professional judgment, may discuss the 
treatment progress of a minor student with their parent or caregiver. Students and caregivers are 
urged to bring any questions or concerns they may have on this topic to their counselor.  

You must give written permission before we can release information about you or your child. 
However, state and federal laws specify certain mandated and permitted exceptions to this 
confidentiality policy, including but not limited to situations involving suspected child abuse, 
clients who pose an imminent danger to themselves or others, or court order. Although extremely 
rare, the following exception to confidentiality should be noted as well: Section 215 of the 2001 
USA Patriot Act grants the FBI authority to access confidential records for counterterrorism 
purposes. Under this law, counselors can be issued with a subpoena that: A) requires them to turn 
over notes and records to the FBI and B) prohibits them from informing the client that such release 
has taken place. In the event this situation were to occur, your counselor would terminate treatment 
so as not to further breach your trust. A Notice of Privacy Practices will be provided upon request 
per adherence to HIPAA requirements.  

Please sign this form and return it to CASA as soon as possible. A copy of this consent is available 
upon request.  

Parent/Guardian Consent For Counseling Services 

I have read this confidentiality policy and I permit my child, _____________________________ 
to receive the following services:            (Student Name) 

     ☐ Group Counseling 

     ☐ Individual Counseling 

______________________________________________________________________________ 
Parent/Guardian Name     Signature     Date  

______________________________________________________________________________ 
Telephone      Email  
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By signing this document, I, (name)______________________________________, 
parent of (child’s name)___________________________________________, hereby 
authorize Lily Cardasis, CASA Mental Health & Wellness Counselor, to exchange 
confidential information and records with _______CASA & Rooftop Staff________ 
for the purpose of: 

☐ Coordination of treatment  

☐ Other:  

 

 
I understand the following: 

• Signing this form is not a requirement of treatment. 
• I have the right to receive a copy of this authorization. 
• Information used or disclosed pursuant to this authorization may be subject to 

re-disclosure by the recipient and may no longer be protected by the HIPAA 
Privacy Rule, although applicable California law may protect such information. 

• I have the right to revoke this authorization at any time. Request must be made 
in writing and sent to lily@lilycardasis.com, delivered in person to my 
counselor, or mailed to Children’s After School Arts Attn: Lily Cardasis, 584 
Castro St. #264, San Francisco CA, 94114. 

 
 
This authorization is effective for one year from the date signed,  
or until the following date: ______________ 
 

 
__________________________________________________________________ 
Parent/guardian signature           Date 
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Student Name:_________________________________________________   
Name and relationship of person completing this form:___________________________________________________ 
Date:______________________ 
 
I.  IDENTIFYING INFORMATION  
 
 Date of Birth:________________  Age:_______  Grade:_________  Rooftop Teacher:____________________________ 
 Gender (as relevant: sex/identity/expression):_____________________________________________________________ 
 Preferred Pronoun:________________  Cultural/Ethnic/Racial Background:____________________________________ 
 Special education services or grade repeats:______________________________________________________________ 
 Adopted:  ____Yes   ____No   If yes, at what age?________________________________________________________ 
 Parental Status: ___Married  ___Together  ___Co-Parent  ___Separated  ___Divorced  ___Single Parent   
             ___Other:____________________________________________________________________________ 
 As relevant: Custodial Caregiver/Parent(s):    
  Legal custody:______________________________________________________________________________ 
  Physical custody:____________________________________________________________________________ 
 Living Arrangements:  _______________________________________________________________________________ 

List siblings and others who are living with your child, their ages, and relationship: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
Parent 1________________________________   Pronoun__________  Relationship_____________________________ 

 Email _______________________________________________________  Phone _______________________________   
Parent 2________________________________   Pronoun__________  Relationship_____________________________ 

 Email _______________________________________________________  Phone _______________________________ 
Other Caregiver_____________________________ Pronoun_________  Relationship____________________________ 

 Email _______________________________________________________  Phone _______________________________   
 Emergency Contact __________________________________________  Relationship ___________________________ 
 Email _______________________________________________________  Phone _______________________________ 
 Please list days/times your child attends CASA: 
    Monday:        Tuesday:          Wednesday:  Thursday:            Friday: 
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II.  PRESENTING CONCERN 
 
 Specific concerns (challenges/symptoms) that prompted your child to be brought to CASA counseling? 
 
 
 
 
 
 When did the challenges first become evident?  
 
 
 
 
 Specific stressors present in the child’s or family's lives over the past couple of years?  
 (eg: financial strain, unemployment, illness/death in family, change in family structure, etc) 
 
 
 
 
 
III.  STRENGTHS & RESOURCES 
 
 What activities/hobbies does your child enjoy? 
 (e.g. soccer, reading, drawing, riding bike, TV shows, games, etc) 
 
 
 
 
 Is your child enrolled in any extracurricular activities/groups? 
 
 
 
 
 Does your family participate in any community and/or spiritual/religious activities? 
 
 
 
 
 Please describe your child/family's social support system: 
 (eg: friends, family, mentors, etc) 
 
 
 
 
 What do you see as your child's strongest personality traits?  
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IV.  SYMPTOM CHECKLIST  
 
What time does your child typically go to bed?  _________________________________ 
What time does your child typically wake up?  __________________________________   
                                                               Often    Sometimes   Rarely      Never       Past 
Sleeping too much or too little        

Difficulty going to sleep or waking in the morning      

Waking in the night and having trouble falling back to sleep      

Persistent reluctance or refusal to sleep without being near a parent      

Nightmares/night terrors      

Bedwetting      

Loss of motivation      

Feelings of sadness or apathy      

Noticeably low energy      

Excessive or inappropriate guilt      

Feelings of worthlessness      

Indecisiveness      

Feelings of hopelessness      

Crying spells      

Lack of confidence/low self-esteem      

Lack of attention to details or careless mistakes      

Fidgeting/restlessness      

Doesn’t seem to listen when spoken to directly      

Interrupts or intrudes on others      

Easily distracted      

Forgetful      

Bullies or intimidates others      

Physically hurts people or animals      

Physically hurts self      

Deliberate destruction of property      

Stealing      

Disruption, aggression, or behavior problems at home or school      

Defiance of rules or adult requests      

Frequently loses temper      

Irritable or easily annoyed      

Shortness of breath or accelerated heart rate      

Trembling      

Sweating      

Nausea or stomach aches      

Headaches      

Avoidance of one or more situations      
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           Often     Sometimes    Rarely      Never       Past 

Excessive worrying       

Recurrent distress when separated from home or parent      

Fearful or reluctant to go to school      

Loss of previously acquired skills (eg language, social skills, bladder control)      

Reluctance to speak in social situations      

Failure to develop peer relationships      

Repeated physical complaints with no clear cause      

Repetitive or unusual actions      

Inflexible adherence to routines or rituals      

Worrisome eating behaviors      

Weight loss or gain      

Preoccupation with death or suicidal ideations      

Seeing/hearing things other people can’t see/hear      

Unusual sexual curiosity or sexual activity      

Frequent illness or injury       

Fainting/lightheadedness      

Other:      

Please describe any relevant information from above checklist: 
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V.  DEVELOPMENTAL HISTORY  

 Please list any significant events (positive or negative) or developmental milestones in your child’s life during the 
 following periods: 
  Pregnancy & Birth: 

 

  Age 0-2: 
 

  Age 3-5: 
 

  Age 6-8: 
 

  Age 9 and over: 
 

  Has your child experienced or witnessed any physical, sexual, or emotional abuse?   
  ____Yes  ____No  ____Prefer not to answer 
  Please describe: ____________________________________________________________________________________ 
  _________________________________________________________________________________________________ 
  _________________________________________________________________________________________________ 
  Has your child experienced or witnessed a psychologically distressing event/s?   
  ____Yes  ____No  ____Prefer not to answer 
       Please describe: ____________________________________________________________________________________ 
       _________________________________________________________________________________________________ 
       _________________________________________________________________________________________________ 
  Please describe any learning or developmental disabilities: 
  
 

  Please describe any physical health concerns, past or present: 
 

    
  Has your child ever been hospitalized for physical or mental health issues? ____Yes  ____No  ____Prefer not to answer   
  If so, please describe: ________________________________________________________________________________ 
  _________________________________________________________________________________________________ 
         Has your child taken or does your child currently take any medications?  
  Medication name __________________________________  used for ____________________________  Dates __________________ 
  Medication name __________________________________  used for ____________________________  Dates __________________ 
  Medication name __________________________________  used for ____________________________  Dates __________________ 
  Has your child had any previous counseling or psychotherapy?  
  Challenge/symptom _____________________________________________  Counselor _____________________________________ 
  Dates _____________________  Results of counseling ________________________________________________________________ 
  Challenge/symptom _____________________________________________  Counselor _____________________________________ 
  Dates _____________________  Results of counseling ________________________________________________________________ 
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VI.  Family History 
 
       Please list any significant medical illnesses among relatives and their relationship to your child:  ____________________ 
 _________________________________________________________________________________________________ 
 _________________________________________________________________________________________________ 
       Is there any history of mental health issues/diagnoses in your family?  
 (eg: anxiety, depression, mood swings, substance abuse, autism spectrum, ADHD, etc...)  
  ______Yes  ______No  ______Prefer not to answer 

If yes, please list name and relationship to child, along with their diagnosis. _____________________________________ 
 _________________________________________________________________________________________________ 
 _________________________________________________________________________________________________ 
 _________________________________________________________________________________________________ 
 

      Please describe any other helpful information about your child or family: 
 

 

 

 

 

 

 

Thank you for your time and patience in completing this questionnaire. 
Please present this form to Lily either at CASA or via email at lily@lilycardasis.com 

 

Printed Name _________________________________ Signature____________________________________ Date ___________ 
Printed Name _________________________________ Signature____________________________________ Date ___________ 

 


