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 Received/Referral Date: ______________

Assigned to: ______________
Date:______________









           Language Preference: Parent(s)      







     


                :Adolescent       
Exchange Clubs’ Family Center's 

Parenting of Adolescents Program 

Referral Form 

Exchange Family Center employees are bound by NASW Code of Ethics to hold your information in the strictest of confidentiality. The following information collected will be sensitive in nature. The information you provide will be used so we can better serve our adolescent clients and their families. Please complete referral form with as much detailed information as possible. 
I. Client's/ Adolescent’s name: 
Date of birth:
     

Age:
     
 Gender:      

Race:      
Client Address (If different from parent):

	City: 
	Zip Code:      
	
	


Telephone Numbers (C):       

School client attends:      
Grade:
     

  Number of suspensions in last year:      
Counselor:
II. Client Behaviors

 FORMCHECKBOX 
 Family Conflict
 
 FORMCHECKBOX 
 Negative Peers
    FORMCHECKBOX 
 Substance Use     
 FORMCHECKBOX 
  Criminal Activity     

 FORMCHECKBOX 
 Aggressive Behavior
 FORMCHECKBOX 
 Gang Related
    FORMCHECKBOX 
 Physical/ Mental abuse
 FORMCHECKBOX 
  Sexually Active     

 FORMCHECKBOX 
 Temper Tantrums

 FORMCHECKBOX 
 Academic Failure
    FORMCHECKBOX 
 Poor Social Skills            FORMCHECKBOX 
     

 FORMCHECKBOX 
 Mental Health     

 FORMCHECKBOX 
 School Behavior   
    FORMCHECKBOX 
 Runaways # of runaways in last year______
  

III. Legal status:     

Check one: 
  
  Check one:


Insurance: 
 FORMCHECKBOX 
 Youth at risk
 
 FORMCHECKBOX 
 Intake/diverted
   FORMCHECKBOX 
Ungovernable

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
No

 FORMCHECKBOX 
 Court supervision     
 FORMCHECKBOX 
 Probation

   FORMCHECKBOX 
Property Crime

 FORMCHECKBOX 
 Medicaid
# of charges in last year      FORMCHECKBOX 
 Adjudicated
   FORMCHECKBOX 
Person Crime

 FORMCHECKBOX 
 Private:   ____________
# of times in detention in last year       

   FORMCHECKBOX 
Victimless Crime

IV. Family


Days/times family is available for weekly home and office visits:      

     
Location availability: Home       
Office
     


(POA does not weekend home visits)

# of Parents/Caregivers in home:     
	Name:
	     
	Name:
	     

	Birthdate:
	     
	Birthdate:
	     

	Relationship to Client:
	     
	Relationship to Client:
	     

	Marital Status:
	     
	Marital Status:
	     

	Home Address:
	     
	Home Address:
	     

	City: Durham
	Zip Code:      
	
	


Telephone Numbers  (H):      



(H)


 FORMTEXT 

     
                                 (C):       



(C)


     
                                (W):      



(W)


     
Email Address:      





Email Address:      
Special circumstances regarding Parents/Caregivers (ex: Transportation, Ambulatory, etc.)       
Income range:  FORMCHECKBOX 
 Under $20K         FORMCHECKBOX 
 $20- $35K       FORMCHECKBOX 
 $35- $50K
 FORMCHECKBOX 
 Over $50K
Emergency Contact:
     



Telephone Number:
           

Other Household Members:

# of Children living in the home:      
Name:

     
Relationship: 
Age: 

Name:            
Relationship:       Age:      
Name:            
Relationship:       Age:      
Name:            
Relationship:       Age:      
Name:            
Relationship:       Age:      
V. Family Strengths:   

1:      
2:      
3:      











VI. Family Stress or Risk Factors:

1:      
2:      
3:      
***Has the adolescent witnessed/been present during inter-partner or domestic violence? ***
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If yes, Please explain:
VII. Family Situation - Reason for referral and potential goals:

VIII. Safety

Are there safety concerns for client, household members, in-home worker or others, etc.?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 


 FORMCHECKBOX 
 High Crime Neighborhood  
 FORMCHECKBOX 
 Hx of Violence by Family members
 FORMCHECKBOX 
 In-Home Allergens
 FORMCHECKBOX 
 Firearms in Home
       

 FORMCHECKBOX 
 Dangerous Animals
If other, please specify:      
IX. Other Agencies Involved (important info!)
Dep’t. Social Services involved? yes  FORMCHECKBOX 
           no  FORMCHECKBOX 
 

Date of Involvement:

Contact:
Email Address:

Reason:

Dep’t. Juvenile Justice involved? yes  FORMCHECKBOX 
           no  FORMCHECKBOX 
 

Date of Involvement:

Contact:
Email Address:

Reason:

Agency1:         

Contact:        
Phone:      

Email:      
Agency2:         

Contact:        
Phone:      

Email:      
Agency3:         

Contact:        
Phone:      

Email:      
X. Referral Call Notes (completed by POA staff):
XI. Referral Source:
Referring Person:         


Phone:      
Referring Agency:        


Date:      
Agency Address:      
Referral Contact Email:      
Has the family agreed to our services?       FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

Has the parent(s) signed release of information form?    FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no

AUTHORIZATION FOR THE RELEASE AND EXCHANGE OF INFORMATION


I, ___________________________________, hereby authorize and request ______________________________

To release information concerning me to the professional staff and/or my family therapist at the Exchange Clubs’ Family Center in Durham. 

The Extent and nature of this information to be disclosed in detail shall include the following: 

 FORMCHECKBOX 
 Psychological
 FORMCHECKBOX 
 Education
 FORMCHECKBOX 
 Medical
 FORMCHECKBOX 
 Social History            FORMCHECKBOX 
 Verbal and/or Written Communication

And shall be released for the purpose of coordinating services. 

I understand that I am not required to give my consent. I also understand that I may revoke this consent upon request at any time except to the extent that the information has already been released. This consent shall expire twelve months after the date on which it is signed. 

_______________________________________________________________________

____________________________

Signature









date

_______________________________________________________________________

____________________________

Witness










date

Mail or fax completed referral form to:
POA PROGRAM DIRECTOR
EXCHANGE CLUBS’ FAMILY CENTER

3708 Lyckan Parkway; Suite 103 Durham, NC  27707
Phone: 919-403-8249  Fax: 919-493-5725

Funding Source:___________

