GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency
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[bookmark: _GoBack]
Office of Youth Empowerment Universal e-Referral Form

Client Information
[bookmark: Text11][bookmark: Text12][bookmark: Text37][bookmark: Text38][bookmark: Text13][bookmark: Text14]Name:       				DOB:    /  /    	Age:    	FACES ID:       
[bookmark: Check6][bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Text29]Placement Type:  |_|  Foster Home	|_|  ILP		|_|  Group Home	 |_|  Other:       
[bookmark: Text30]Placement Address:       
[bookmark: Text31][bookmark: Text32][bookmark: Text33][bookmark: Text34][bookmark: Text35][bookmark: Text36]Placement Phone:     -   -    	Client Cell Phone:     -   -    
[bookmark: Text56]Email Address:       
[bookmark: Text42][bookmark: Text28]Is youth a teen parent (Y/N):         	If Yes, Name and DOB of each child:       
[bookmark: Text53][bookmark: Text54]Does youth have a learning disability/ies (Y/N)?         If yes, please specify:       	
Does youth have a mental health diagnosis (Y/N)?     	If yes, please specify:      

Referral Source

[bookmark: Text1][bookmark: Text2][bookmark: Text3]Social Worker:       		Administration:       		Agency:       
[bookmark: Text4][bookmark: Text5][bookmark: Text6]Desk Phone:       		Cell Phone:       		Email:       
[bookmark: Text7][bookmark: Text8][bookmark: Text9][bookmark: Text10]Supervisor:       		Desk Phone:       		Cell Phone:       	Email:       



Type of Support Services Requested 

[bookmark: Check33][bookmark: Check27][bookmark: Check31]|_|College			|_|Vocation/Employment		|_| Financial Literacy		
[bookmark: Check32][bookmark: Check29]|_|Teen Parent		             |_|Transition Planning	
	

Please complete each section fully as it applies to your youth
[bookmark: Text15][bookmark: Text40]College	Current Grade:           GPA:                
[bookmark: Check25][bookmark: Check24]	Graduated from High School |_| or obtained GED |_|              
[bookmark: Text41]                                       Graduation Year:       		
[bookmark: Text16][bookmark: Text27]                                   	Has an IEP or 504 Plan (Y/N):       If yes, has youth been referred to Rehabilitation Services Administration (RSA) (Y/N):      
	Please check all the financial aid applications completed by youth:
[bookmark: Check10][bookmark: Check11][bookmark: Check14][bookmark: Check13]	FAFSA|_|  	DC TAG|_|  	DC CAP|_|   	ETV|_|  	Scholarships|_|  
[bookmark: Text45][bookmark: Text46]	Has youth taken SAT/ACT (Y/N):         Score:       

Vocation/
[bookmark: Text24]Employment	             Has youth completed a Career Interest Form (Y/N):       
                                       Has the youth attend or completed a vocational training program in the past (Y/N)
[bookmark: Text39][bookmark: Text43]             		If yes, name of the program:       		Date Completed:       
[bookmark: Text44]             		Certification received:       
[bookmark: Text21]		Is youth currently employed (Y/N):       	
[bookmark: Text55][bookmark: Text22]                                       If yes, full/part-time and where:       	Does youth have a resume (Y/N):       

[bookmark: Text47]Financial Literacy	Does youth have a bank account (Y/N)?         If yes, which banking   
[bookmark: Text48]                                       institute?       
[bookmark: Text57]			Is youth currently participating in ESCROW program (Y/N)?       
[bookmark: Text51]			Has youth completed ESCROW (Y/N)?        
		Is youth interested in developing a savings to support their transition 
[bookmark: Text52]                          (Y/N)?       

[bookmark: Check19]Teen Parent Support	|_|  New Heights Program (Education support for teen parents)
[bookmark: Check20]			|_|  Connecting Dads/FEED (Fatherhood Education Empowerment & Development)   
[bookmark: Check21]			|_|  Teen Parent resource consultation

			
[bookmark: Text18][bookmark: Text19][bookmark: Text20]Transition Planning 	Date of last YTP:    /  /    
[bookmark: Check18]			|_|  Consultation/Technical Assistance on Transition Toolkit
[bookmark: Check15]			|_|  Aging out review or support for youth 20 years old
[bookmark: Check16]			|_|  Resource consultation
			

Reason for Referral

Please describe youth’s current situation regarding the supportive services being requested and be as specific as possible.




Save this form as a Word document and e-mail as an attachment to cfsa.oye@dc.gov.  If more space is needed please use the body of the e-mail to provide the information. 
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