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REFERRAL PACKAGE
Residential 
Cluster Housing 
Addictions 
Outreach 
Clinical Services  
Day Program 
Adult 
Spectrum Connections 
Youth 

	Name of Individual:      

	Alias/AKA:      
	Height:      

	SIN:      
	Weight:    

	Health #:      
	Identifying Marks:      

	PHIN:      
	Hair Colour:      

	Gender:      
	Eye Colour:      


	Current Living Situation:

	Foster 
Emergency Placement 
 
	Group Home 
Homeless 

	Address:      

	Phone :      
Email:      

	Age:    
	Date of Birth:      

	Place of Birth:      

	Languages Spoken:      

	Band Name (if applicable):

     
	Treaty #: 
     

	SDM:       
	Contact:      


REASON FOR REFERRAL
	     



SUMMARY OF CURRENT SITUATION
	     



SUPPORT NETWORK

	Name
	Organization
	Phone
	Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


INDIVIDUAL’S SOCIAL NETWORK

 (extended family & those important to youth/adult)

	Name
	Relationship
	Phone
	Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


FAMILY INVOLVEMENT
	Name
	Relationship
	Phone
	Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


SKILLS & STRENGTHS
	Areas of interest:      


	Area that the person excels at:      


	Skills (both achieved and person wishes to develop):      



	Describe Individuals Cultural Practices & Preferences:      


	Is there an elder involved with the individual?
	Yes    No 

	Name:       
	Phone:      


MEDICAL & MENTAL HEALTH
	Medical Diagnoses:      


	Medical Personnel Involved:

	Name:      
	Phone:      

	Name:      
	Phone:      

	Diagnoses: (Please attach assessment.)

	Cognitive Disability
	Yes     No 

	Neurological Disability
	Yes     No 

	Mental Health Diagnoses:      

	Physical Limitations/Other:      


	Confirmed Prenatal Alcohol Exposure:            Yes     No 

	Neurobehaviours Consistent with Ethanol Exposure in Utero:
	Yes       Unknown     No 


	History of Hospitalization (mandatory). Please list dates and hospitals:

     



	Assessments Completed (please attach):

	Psychological Assessment
Yes            No 
	Date:
     
	Completed By:

     

	Psychiatric Assessment
Yes               No 
	Date:
     
	Completed By:

     

	Occupational Therapy Assessment
Yes   No 
	Date:

     
	Completed By:

     

	Speech & Language Assessment
Yes   No 
	Date:

     
	Completed By:

     

	Other:      
	Date:

     
	Completed By:

     

	Other:      
	Date:

     
	Completed By:

     


	Eligible for Community Mental Health
	Yes       Pending     No 

	Eligible for Community Living disABILITY Services
	Yes       Pending     No 

	Eligible for Provincial Special Needs
	Yes  FORMCHECKBOX 
    No       Pending 

	Government Service Worker (i.e., CSW):      
	Contact:      



	CFS Involvement

	Yes           No 

	CFS Agency:      

	CFS Worker:      
	Phone:      

	CFS Authority:      

	Permanent Ward
	Yes           No 

	Extension of Care
	Yes           No 

	From: (YYYY/MM/DD)      
	To: (YYYY/MM/DD)      

	Voluntary Placement Agreement
	Yes           No 

	From: (YYYY/MM/DD)      
	To: (YYYY/MM/DD)      

	Temporary Order
	Yes     No 

	Other:      


Education
	Last School Attended:      

	Educational Level/Type of Program:      

	

	Guidance Counselor:      

	Resource Teacher:      
	Phone:      


Vocational
	Source of Income:      
	Monthly Income Amount:      

	Employment & Income Assistance Worker:      
	Phone:

      
	Fax:

     

	SASH/Social Allowance #:      

	Day Program Currently Attending:

     
	Coordinator:

     
	Phone:

     


	Work History:      



	Does the person have children?
	Yes           No 

	IS the youth or adult pregnant?


	Yes           No 

	Does the person currently parent children?
	Yes           No 

	What is the age(s) of the child(ren):      


HISTORY
	Legal Involvement: 
     





	Criminal Record:       Yes           No 

	History of Criminal Charges:       


	Current Charges/No Contact Orders:       


	Name of Lawyer:      
	Phone:       

	Probation: 
Yes     No 
	Expires: (YYYY/MM/DD)      

	Probation Worker                                                    
	Phone :      

	Recognizance Order:  Yes     No 
	Expires: (YYYY/MM/DD)      

	Gang Affiliation:          Yes     No 

	Gang:      

	Institutional History:      



Please Describe the Individual

	Do you consider high risk to self-harm?
	Yes     No 

	Does the individual require supports to minimize the risk of self-harm?
	Yes     No 

	Does the individual have any history of self-harm or ideation?
	Yes     No 

	Does the individual have behaviours that indicate a fascination with fire or been involved in fire starting incidents?
	Yes     No 

	Does the individual require supports to minimize risk to cause physical violence?
	Yes     No 

	Does the individual require supports to minimize risk of victimization?
	Yes     No 

	Does the individual require supports to minimize risk of victimization?
	Yes     No 

	Does the individual require supports to minimize risk of victimization of repeating sexually offending behaviours?
	Yes     No 

	Has substance abuse caused any problems for the person? Yes     No 
Explain:      



REFERRAL SOURCE

	Name of organization/agency (if applicable):      
	Worker:      

	Address:      
	Phone:      
Fax:      

	Email:      

	Relationship to youth/adult: 
	Date of Referral:      

	Reason for Referral:      


THE FOLLOWING INFORMATION MUST BE ENCLOSED WITH YOUR REFERRAL PACKAGE:   Psychological Assessment(s), Psychiatric Assessment(s), Social History, FASD Assessment, Criminal Records, Probation Order, & any other relevant documentation.  

FAX THIS FORM TO THE FOLLOWING:

Life’s Journey Inc.

Executive Assistant

Fax: 204 -772-1784
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