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Referral Form - Visitation
	Referral Date: 
Caseworker:        
County: 
	Telephone: 
Email address: 

	Biological Parent/ Visiting Family Member Information

Name:                                                                     Case ID/Shines ID:               

                                                                                          Relationship:       
Address:        
Primary Phone:                                                       Secondary:                         


Services Plan

	Services Needed: 

 FORMCHECKBOX 
      Therapy

 FORMCHECKBOX 
      Parent Aid

 FORMCHECKBOX 
      Assessment:   ___________________________________

 FORMCHECKBOX 
      Therapeutic Parenting

 FORMCHECKBOX 
      Skill Base Parenting

 FORMCHECKBOX 
      Co-Parenting/ Mediation

 FORMCHECKBOX 
      Visitation

 FORMCHECKBOX 
      Transportation
	Date to commence:


Duration of each service (how often and for how many hours): 


Special Arrangements:

     



Transportation Arrangements for Visitation Referrals
	 FORMCHECKBOX 
      Caseworker to transport

 FORMCHECKBOX 
      Foster Parent to transport

 FORMCHECKBOX 
      Service provider to transport


	 FORMCHECKBOX 
      Other Arrangements:      

	 FORMCHECKBOX 
School  

        School Name:                                                                                    School Phone:          

        School Address:                                                                                School Contact Person:      



Child(ren)
	Name
	Date of Birth
	Sex

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Are there any issues or circumstances that visitation center should be aware of with respect to the children such as allergies, fears, special needs, etc?

	         



Current Foster/ Relative / Bio Parent Placement  (IF CHILDREN ARE IN SEPARATE PLACEMENTS, PLEASE INCLUDE INFORMATION FOR EACH PLACEMENT). 
	Name:

Spouse / Co-Parent Name: 


	Placement Type:  FORMDROPDOWN 
       County:   FORMDROPDOWN 


	Address:

City:                                                             State:                                         Phone:                                                             



	If placement is a relative or biological parent, please answer the following:

DOB:                                                   Last 4 digits of SSN:                                             Ethnicity:  FORMDROPDOWN 
         Marital Status:  FORMDROPDOWN 
                                    Highest grade or level completed:  FORMDROPDOWN 


	Household Income Sources (check all that apply):
	Estimated Household Income

	 FORMCHECKBOX 
Full-time employment

 FORMCHECKBOX 
Part-time employment

 FORMCHECKBOX 
Food Stamps

 FORMCHECKBOX 
Child Support

 FORMCHECKBOX 
Private disability insurance
	 FORMCHECKBOX 
Relative Subsidy

 FORMCHECKBOX 
Retirement

 FORMCHECKBOX 
Social Security

 FORMCHECKBOX 
SSI

 FORMCHECKBOX 
TANF
	 FORMCHECKBOX 
Unemployment

 FORMCHECKBOX 
VA – Veteran’s Admin

 FORMCHECKBOX 
WIC

 FORMCHECKBOX 
Workman’s Comp

 FORMCHECKBOX 
Other      
	 FORMCHECKBOX 
Less than $10,000

 FORMCHECKBOX 
$10,000 - $19,999

 FORMCHECKBOX 
$20,000 - $29,999

 FORMCHECKBOX 
$30,000 - $39,999

 FORMCHECKBOX 
$40,000 - $49,999

 FORMCHECKBOX 
More than $50,000


Reason for Placement / Referral:
	     



Visitation/Therapeutic Parenting Goals:
	     



Are there any circumstances or areas of concern that visitation center should be aware of with respect to the visitor(s)?  

Are any individuals prohibited from visiting with the child(ren)? 

	     



Goals you would like to see implemented during visitation/therapeutic parenting: 

	     



Additional Comments:
	


** Attach any additional relevant documents or narrative, such as the CCFA. Please email or fax form to numbers provided on first page.
Staff








Katherine May, LMSW


Program Coordinator


Office  706-613-1922 ext. 5


Email  �HYPERLINK "mailto:familytime@childrenfirst-inc.org"�familytime@childrenfirst-inc.org�





Lauren Hill


Program Assistant


Office 706-613-1922 x7


Email: Lauren@childrenfirst-inc.org





693 N. Pope St. 


Athens, GA 30601	 
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