REFERRAL FORM

/

TeamChild
Advocacy for Youth
REFERRAL SOURCE

DATE OF REFERRAL:

Name/Title:

Agency: Phone: ( )

POTENTIAL CLIENT
Name: Birth Date: / /
Address: [] male [] Female [] Transgender [ ] Genderqueer
City/State: Zip: Race/Ethnicity: [] Asian, Asian American [ ] Black or African American
[] Caucasian [] Hispanic/Latino [] Pacific Islander

Is this a mailing address too? If no, please include in notes.

[] Native American or Alaskan Native [] Other

[] Unknown ] Multiracial:
Youth’s cell phone #: Message OK? []Yes[JNo  Text OK? []Yes[]No
Parent(s)/Guardian(s): Relationship:
Parent/Guardian Phone #: Message OK?[ ] Yes [ ] No
Does Parent(s)/Guardian(s) Live with Client? []Yes[]No
Are language interpretation services needed for the youth or parent/guardian? [ ] Yes [INo

JUVENILE COURT INVOLVEMENT
Criminal History? (ATTACH CRIMINAL HISTORY RECORD)
[ ] None [] Prior Arrests/Charges/Convictions [ ] Becca/Truancy/ARY/CHINS Filed
Juvenile Defender: Current Charges:
Cause #: Next Court Date & Time: / @ am/pm
Type of Hearing: Incarcerated? [ ] Yes [ ] No Release Date: / /
JPC/Probation Officer: Phone #: ( )
Dependency/BECCA Attorney: Caseworker:
Attorney’s Phone #: Caseworker’s Phone #:
REASON FOR REFERRAL

[] Education Special Education Student? [ ] Yes [ ] No School District & School:

[ ] Placement/Housing Stability [ ] Access to Mental Health/Healthcare [_]| Other Public Benefits

[ ] Other:

Comments/Suggestions:
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