Cariboo

lndigcnous Child and Youth Mobile Services 3/wChilcotin

REFERRAL/INTAKE FORM
Reason for referral:
Child/Youth Contact Information;
Last Name First Name Middle Initial
Age: Date of Birth: Health Care #:
Address (including postal code): Client Home or Cell Phone:
School Name:
Grade:
Status: Yes o Nono Affiliated Band: Status #:

Metis: Yes o Noo

Name: Name:
Address: Address:
Phone #: Phone #:
Email: Email:

Preferred method of contact: phone [ text (I email (I | Preferred method of contact: phone [ text (1 email [

Referral Source Information:

Referral Date:
Referral Source/Agency (if any):

Referral Source Name (Print): Referral Source Email:

To be completed by DSS Staff:

Any other Community Supports:
(school counsellor, CDC, social worker, outreach worker?) Yes o No O

Are there any other concerns?

Guardian Signature required

Guardian: Date:

Fax: 250-302-4020 Email: mobileservices@denisigi.org Thank-you!
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mailto:mobileservices@denisiqi.org

