GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency
        




Lifelong Connection Therapeutic Referral Form

Date of Referral	          					Case#__________ (Providers use only) 
Date Received:			
		(PPT only)


I. DEMOGRAPHICS

Child’s Name:									

Address: 												

													

City:				State:				Zip Code:																	

DOB:				Age:				Gender: 			

 Date youth Entered Care:				

Date youth will age out of Foster Care: 					



II.  SOCIAL WORKER

Name:																	
Agency:									  

Telephone (w) _________________________Cell: 				
 
Email:										

Supervisor:					 (telephone):				




III. LIFELONG CONNECTION: 

Name ___________________________________________

Address: ___________________________________

City: 					State: 			 Zip		County: ___________

Phone (h): 		Phone (w): ___________________ Cell:				

Fax: _____________________ Email address: 					



IV.  Reason for Referral: 

(Narrative, if needed use a separate sheet of paper).																																																																																																																																																																																													

							
V.	ATTACHEMENTS: Supporting Documents
Current Social Summary:		 
Bonding/Attachment Study:		
Most Recent Court Order:		
Psychological
Psychiatric
Educational (IEP)
Most Recent Court Report 
 Court Order (if applicable) 		


Important Note: 
· Please note that while we recognized that some of the above documentation and or information may not be relevant to all cases, however, all referral must include a current social summary.  Psychological and Psychiatric evaluations must be less than two years old. Referral packets will be returned to the social worker if above mentioned documents are not included. Complete packets should be mailed/ hand delivered to Mary Hembry at Child and Family Services Agency 200 I  Street S.E. Washington, DC 20003.  


Referring Caseworker Signature__________________________________________________
   	(Required)

Supervisory Social Worker:									
	(Required)				 
													
Please  do not write below this line. This area will be completed by Child and Family Services Post Permanency Team only.

Approved:						Denied:		

						
Mary Hembry		Date


Date Referral Sent to Provider:			  
         (PPT only)
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