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COUNSELING SERVICES REFERRAL FORM

DATE: _____________________ TIME:  _______________ REFERRED BY:  ____________________________

SCHOOL: ____________________________________________________________________________________

NAME:  _________________________________________________DATE OF BIRTH:  ____________________

PARENT/GUARDIAN NAME(S):_________________________________________________________________

ADDRESS:  __________________________________________________________________________________

PROVIDER ONE NUMBER (IF AVAILABLE): _____________________________________________________

PHONE:  HOME:  ____________________ WORK OR CELL (Parent/Guardian): __________________________

May we speak with member of household or leave a message, including identifying CF&CS? :  ________________

_____________________________________________________________________________________________ 

LANGUAGE FOR COUNSELING SESSIONS:  (English
( Spanish   ( Other: ________________________
REASON FOR REFERRAL, WHAT YOU’D LIKE TO SEE ADDRESSED:  ______________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

CATHOLIC FAMILY & CHILD SERVICE WILL CONTACT PARENT/GUARDIAN FOR A COMPLETE TELEPHONE SCREENING AND WILL SCHEDULE THE INTAKE/ASSESSMENT. 

Please fax referral form to 509-946-1398.
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