
Date Received: ____________ 

Referral Form 
E-MAIL TO: referrals@slvbhg.org

DATE OF REFERRAL:           REFERRING AGENCY:     REFERRING PARTY NAME:

Referring Party Contact Information: 

CLIENT NAME:   DOB:  SS#: 

PARENT(s) NAME (IF CLIENT IS UNDER 15): PHONE: 

 Best Time to Contact:     CURRENT ADDRESS: In DHS CUSTODY?   

NAME/Number & ADDRESS OF FOSTER PLACEMENT

IF PARENTS ARE DIVORCED, WHO IS CUSTODIAL PARENT? 

If referring into specific program please indicate which program:  
BRIEF CLIENT HISTORY: 

REASON FOR REFERRAL (Current Problems/ Requested services): 

PLEASE INCLUDE COURT FILINGS, DIVORCE DECREES, SERVICE PLANS (Treatment Plans), AND OTHER RELEVANT INFORMATION

GAL if involved GAL Contact Info

Who is responsible for Clients payment?
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