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CHILD AND FAMILY SERVICES

Permanency Solutions 

Providing Individualized Service Options
Referral Form


Please return completed form to Orietta C. Reyes
@ Fax # 668-6260 or to reyeso@cfsnh.org

Referral Type:  ___In-Home ___Foster Care services

	Identified Child for Service:

	Name
	
	DOB
	
	Medicaid/Insurance #
	

	Home Address
	

	Name of School
	
	Educational Coding
	

	School Address
	

	Referral Source:

	Name

DO/Address
	
	Petition Type
	

	How do you prefer communication?

	Phone #
	
	Fax #
	
	Email Address
	

	Court 
	
	Next Court Date
	

	Reason for Referral:

	

	Safety Assessment (for in-home referrals):

	Are there any safety concerns in the home? ____No _____ Yes, please explain:
Are there domestic violence concerns in the home? _____No _____Yes, please explain:


	 Issues needing immediate assessment (services provided on each case will be determined in the 30 day assessment period by the treatment team):  PLEASE RANK IN ORDER OF IMPORTANCE (1=highest)

	
	Curfew Checks/Time:
	
	Family therapy
	
	Community service hours

	
	Call backs
	
	Appropriate discipline
	
	Parenting aide support

	
	School Checks/Tracking
	
	Random drug testing
	
	Parenting classes

	
	Restitution to be paid
	
	Mentor
	
	Community connections

	
	Respite/overnight or day visits at foster home or CFS group home
	
	After school programming 
	
	Substance abuse assessment and/or treatment

	
	Individual therapy
	
	OTHER:


	Adults in Home (where identified child lives):

	Name
	
	Relation to Identified Child
	

	DOB
	
	Employment
	

	Name
	
	Relation to Identified Child
	

	DOB
	
	Employment
	

	Home #
	
	Cell #/Work #
	


	Other Children in Home or Siblings of Identified Child:

	Name
	
	DOB
	
	Relationship to ident. child
	

	Name
	
	DOB
	
	Relationship to ident. child
	

	Name
	
	DOB
	
	Relationship to ident. child
	


	Collaterals Involved with Client/Family (i.e. CASA, GAL, attorney, etc.):

	Name
	
	Role
	

	Phone #
	
	Fax #/ Cell#
	

	Address
	

	Mailings
	Y  /  N
	Phone contact when there is an emergency
	 Y  /  N

	Name
	
	Role
	

	Phone #
	
	Fax #/ Cell#
	

	Address
	

	Mailings
	Y  /  N
	Phone contact when there is an emergency
	 Y  /  N

	Name
	
	Role
	

	Phone #
	
	Fax #/ Cell#
	

	Address
	

	Mailings
	Y  /  N
	Phone contact when there is an emergency
	 Y  /  N


	Resources of the Client/Family (i.e. friends of the family/client, neighbors, etc.):

	Name
	
	Relationship
	

	Phone #
	
	Fax #/ Cell#
	

	Address
	

	Mailings
	Y  /  N
	Phone contact when there is an emergency
	 Y  /  N

	Info./

Comments
	

	Name
	
	Relationship
	

	Phone #
	
	Fax #/ Cell#
	

	Address
	

	Mailings
	Y  /  N
	Phone contact when there is an emergency
	 Y  /  N

	Info./

Comments
	


FOR CFS USE:





Referral date:


Date opened:


CFS Case #:     


Internal Team Members:


ISO Case manager: 


Tracker/ PA: 


Therapist:


Mentor:


Other: _______________:
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