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SBIRT Screening Opt Out Form


Please sign and return this form only if you Do Not want your child to participate in the SBIRT Screening.  Please complete a separate form for each child.

COMPLETE THE FOLLOWING INFORMATION


Child’s Name: __________________________  	_______________________________
		                   (Last)					  (First)

My Child’s School Identification Number: _______________________________________


If unknown, please include your child’s Date of Birth: ______________________________


Name of Parent/Guardian/Custodian: ___________________________________________
					                            (Please Print)


Signature of Parent/Guardian/Custodian: 

__________________________________________________________________________  



Contact Information (Telephone/Cell Phone):______________________________________



Date: ______________________________________________________________________


IMPORTANT:  Please turn in directly to the Nurse’s Office at your school prior to the SBIRT screening.

