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Brighter Futures Family  Resource Society

Family Services Referral Form

	First Name:
	
	Middle:
	
	Last:

	
	
	
	
	

	Address:
	Marital Status:

	
	
	( Married
	( Single / Sole Custody

	City:                                                Prov:                Postal Code:
	( Divorced
	( Single / Shared Custody

	
	
	
	
	
	
	( Separated
	(    Single / No access to child
( Other: _______

	Home Phone:
	
	Date of Birth:
	
	Email
	Sex:

	
	
	
	
	
	
	( Male  (Female 


	REFERRAL SOURCE 
· Self

· Other
Name/ Organization: ________________________

Relationship:_______________________________

Telephone: ________________________________

Email:  ___________________________________

· 
	
	Education:

( Did not finish High School

( High School Graduate/GED

( Some College

( College Graduate 



	Is the person aware that you are referring them ? 

· Yes 

· No 

Purpose of Referral : 

_______________________________________________________________________

_______________________________________________________________________


	
	Total Monthly 

Household Income:

$________ 

( NO Income


	How many in your home?:

Adults_______ 

Children  

(Please check age groups that apply and # in home) 
· Newborn – 3 months    _____

· Baby 3-12 months       _____

· Toddler 1-3 yrs            _____

· Preschool 3-5 yrs        _____

· School age children    _____


	
	Children in your home:

Name:______________ Date of Birth:_______  Age:_____

Name:______________ Date of Birth:_______  Age:_____

Name:______________ Date of Birth:_______  Age:_____

Name:______________ Date of Birth:_______  Age:_____

Name:______________ Date of Birth:_______  Age:_____


	As a Parent, I would like assistance with:
Check all that Apply

	· I am expecting and need help with healthy choices

· I am a parent of a new born
· I would like to learn  more about what to expect as my child grows
· I need assistance with finding support /services in the community
· I would like assistance with establishing routines for my child (sleep / toileting etc)
· I would like help planning meaningful activities with my child
· I am concerned about my child’s behavior and how I discipline
· I would like to find places for my child to play with other children that is meaningful and fun for both of us
· Relationship building with others in my family
· Literacy 

	· Responding to family violence 
· I am concerned about safety within the home
· Managing my mental health 
· I have limited parenting experience
· I am having trouble coping with parenting/household demands
· Budgetting 
· Substance Abuse
· Family Violence 



	(  Other:__________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________




	My Child requires my support with:

Check all that Apply

	· Frequent health issues ______________________________
· Limited chances to play with others
· Sleep Routines
· Toilet training
· Low Self esteem / depression
· Behavior / positive parenting  & discipline
	· Child Protection concerns
· Developmental delays
· Difficulty with coping/adjusting to new situations
· Alcohol related birth defects 
· Drug and alcohol abuse
· Family violence 


	(  Other:__________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________




	Barriers for My family to access support are :

Check all that Apply

	· Limited access because of where we live  ______________________________
· Our culture has unique characteristics

· We do not have access to regular transportation 

· Limited friends/family to help
· My health 

· Finances

· I don’t want others to judge me
	· Child Protection concerns

· Developmental delays
· Difficulty with coping/adjusting to new situations
· Alcohol related birth defects 
· Drug and alcohol abuse
· Family violence 


	(  Other:__________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________




	

	Our Family Circle of Supports
	

	


The information provided by me to establish my eligibility is true and accurate to the best of my knowledge and it is not provided with the intent to defraud. I hereby acknowledge that the information relating to determination of my eligibility requires verification and/or documentation and by my signature, I authorize others to release such information as may be required for the determination of my eligibility. I understand that in all other respects the confidentiality of my personal information will be safeguarded. I understand that BFFRS has the right to refuse service to me and my family.

_______________________________________


_______________________________

Applicant Signature






Date
OFFICE USE ONLY

	Check off Type of Assistance to be considered in Developing Family Service Plan :



	In-home Parenting Support
	
	BFRS Programming

	· 
	
	Increase Awareness of Child Development
	· 
	
	BFRS Community Parenting

	· 
	
	Increase positive connections/communications 
	· 
	
	BFRS Cooking with Friends

	
	
	With child(ren) in home
	· 
	
	BFRS Preschool Gym / Swim

	· 
	
	Behavior / Discipline
	· 
	
	BFRS Kids Can Cook

	· 
	
	Establishing healthy  routines
	· 
	
	Nutritious Beginnings

	· 
	
	Nutrition
	· 
	
	Parenting Workshops

	· 
	
	Sleep Routines
	
	
	

	· 
	
	Play and learning ideas
	
	
	

	
	
	DISC/ DPS Assessment for child

(Name ___________ Age:_____) 
Other: _________________________
	
	
	

	
	
	_______________________________
	
	
	

	
	
	_______________________________
	
	
	

	
	
	_______________________________
	
	

	
	
	
	
	
	

	Potential Referrals / Community Connections
	
	Risk factors Identified 

	· 
	
	
	
	· 
	
	Suspected Substance Abuse by (mother /father / other _________)

	· 
	
	
	
	· 
	
	Suspected Family Violence 

	· 
	
	
	
	· 
	
	Suspected Child neglect


File Tracking

	Proceed with Service 
	Yes     No   Comments 



	Does not meet eligibility / referral required to outside source
	Referral Letter Completed on ( dd/mm/yy) 

Organization:



	In-Home Assessment 
	Date: _______________  Time: __________ 

Location:______________________________

	Post-Visit letter to Client 
	Date completed:__________________________

	Service Plan 
	Date completed:_________________________

	Level of Supports Required 
	· Weekly (Estimated length at this frequency:__________)

· Biweekly(Estimated length at this frequency:__________)

· Monthly(Estimated length at this frequency:__________)


Other





Family





Child Caregiver














Friends





Community Services





My Family





Doctor /Medical 
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