Foothill Families Support Project
Referral Form

Today’s Date_______________
Please respond to referral within:   __ 1 business day (emergency)   __ 3 business days       
Family Name___________________________________________________________________________
Address_______________________________________________________________________________
_______________________________________________________Phone__________________________
FROM:
Case Manager______________________________Phone/Fax___________________________________    Address_______________________________________________________________________________
TO: 
Foothill Families Support Project                               Contact Person:  Kelly Jameson
Ozark Foothills Regional Planning Commission       Phone:  573-785-6402
3019 Fair Street                                                             Fax:  573-686-5467

Poplar Bluff, MO    63901                                             E-mail:  foothillfamilies@hotpop.com
Why do you think this family is at risk for child abuse and/or neglect? _______________________________
______________________________________________________________________________________
Are you aware of any safety issues to consider before conducting a visit to this family’s home?  Yes      No
Please explain: _________________________________________________________________________
______________________________________________________________________________________

Would your agency be interested in coordinating home visits to occur at the same time?      Yes             No
Please place a check mark next to all of the following characteristics which apply to the referred family:                                                                                                                                        ____ Age of primary caregiver (Those under 21 receive preference.)                                                                    ____ Number of children and expected children under age 2 (Those with higher numbers receive preference.)                                                                                                                                                      ____ Number of caregivers in the home (Single parents receive priority.)                                                                                                                                                                    ____ High school graduation status (Caregivers with lower educational attainment receive priority.)                ____ Substance abuse history (Those with history of substance abuse receive priority.)            
____ History of violence (Those with history of violence receive priority.)
____ Evidence of mental illness (Those with evidence of mental illness receive priority.)
Referral Feedback

Today’s date_______________________              Date Received__________________________________
Status       ___   Referral accepted

                 ___   Referral accepted with condition(s):_____________________________________________
                          _________________________________________________________________________

                 ___   Referral rejected for reason(s): ________________________________________________

                          _________________________________________________________________________
Date Family Contacted____________________________________________________________________                      

Result of Contact/Initial Action Steps: ________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
