  Page 2                                        REFERRAL FORM (SAFE HOUSE/T HOUSE)

[image: ]    			    Referral Form
  	  
	
[bookmark: Check60][bookmark: Check87]Vernon Safe House |_|Youth  |_|Youth Justice
#206 – 2905 28th Avenue, Vernon, BC   V1T 1Y7
Phone: (250) 260-7077  

	
[bookmark: Check61][bookmark: Check62]Vernon Transition House |_|Youth  |_|Youth Justice                                           
PO Box 625, Vernon, BC   V1T 6M6
Phone:  (250) 542-1122   Fax:  (250) 549-3347


	
Referral  Date: (yyyy/mm/dd)
[bookmark: Text1]     
	
[bookmark: Text2]Name of Referral Source:                              
[bookmark: Dropdown2]Position:    (double click field)

	
Last Name:
[bookmark: Text3]     
	
First Name:
[bookmark: Text4]     
	
DOB:  (YYYY/MM/DD)
[bookmark: Text5]     
	
Gender:
[bookmark: Check67]Female |_|
[bookmark: Check68]Male     |_|
	
Age:
[bookmark: Text6]     

	
[bookmark: Check64][bookmark: Check85][bookmark: Check86][bookmark: Text22]Legal Guardian:  |_| MCFD    |_| Parents    |_| Other, please specify      
[bookmark: Text10][bookmark: Text8][bookmark: Text12]Parents:                                                       Phone Number:                Cell Number:      
Social Worker:             (double click field)            Phone Number: 

	
[bookmark: Text23][bookmark: Text24]School:                                                                                                   Class Time:      


	
[bookmark: Check69][bookmark: Check70][bookmark: Text15]Medical Coverage:  Yes: |_|  No: |_|   PHN:     
[bookmark: Text18]Family Physician:      
[bookmark: Text19]Other Professionals Involved:      

	
[bookmark: Text16]Current Medications:      
[bookmark: Check83][bookmark: Check84]Allergies: |_| Yes     |_| No   
[bookmark: Text21]If yes, please specify:      

	
Past/Current Issues To Be Aware Of:

	Alcohol
Drugs
Behaviour Problems                           Sexually Abused      
	[bookmark: Check94]|_|
|_|
|_|
|_|

	Anxiety
Physically Abused
Depression
Self Harm
	|_|
|_|
|_|
|_|
|_|
	History of Theft
Aggression
Suicide Attempts
History of Arson
	|_|
|_|
|_|
|_|


	
[bookmark: Text20]Other Mental Health, Safety, Physical Concerns, please specify:      



	
[bookmark: Text36][bookmark: Text38]Expected Length of Stay:                                   Dates:      
                                       

	
[bookmark: Text37]Reason for Placement:      












	

[bookmark: Text39]AWOL Plan:      



	
[bookmark: Check91][bookmark: Check92][bookmark: Check93]Is this youth reporting on a Youth Justice Order?:  Yes |_|      No |_|      Unknown |_|


	
[bookmark: Text30]If yes, what are the conditions?      














	
Contacts / No Contacts: 

[bookmark: Text31][bookmark: Text35][bookmark: Check88][bookmark: Check89]Name:                                       Relationship:                                    Contact: |_|     No Contact: |_|

[bookmark: Check90]Name:                                       Relationship:                                    Contact: |_|     No Contact: |_|

Name:                                       Relationship:                                    Contact: |_|     No Contact: |_|



	
[bookmark: Text33]Additional Information:      













	
Team Leader Approval:  ________________________________
Name:  
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