DEPARTMENT OF ASSISTIVE AND REHABILITATIVE SERVICES
SCHOOL TRANSITION PROGRAM


Student School: __________________________________________________________________

Student Name: ___________________________________________________________________

Student DOB: ______________________________________

Student Address: _________________________________________________________________

Parent/Guardian Name: ___________________________________________________________

Parent/Guardian Phone Number: ___________________________________________________

By signing this form I am giving permission for my son/daughter to meet with the Transition Counselor from D.A.R.S. at the high school, to discuss possible assistance in reaching their future vocational goals. 


Parent Signature: ____________________________________________  Date: ________________

Pease contact me so that I may attend this meeting:   YES        NO



Deanna Layfield, VRC
121 Westgate Dr
Waxahachie, TX 75165
469.548.3396 or 469.548.3390(office)
469.548.3399 (fax)

