Project Turnaround
PROGRAM REFERRAL FORM
Please fax form to Case Coordinator 903.962.6413 or email to rwheeler@vanzandtcounty.org
Referral Agency: _____________________________________________________________________ 
Referral Reason: _____________________________________________________________________ _____________________________________________________________________________________

Youths Name: _____________________________       	Date of Referral: ________________________
Parent/Guardian Name:  _____________________     	Relationship to child: ____________________ Age: _____	Race: _____ 	M / F (Circle One)		Phone #: _______________________________
D.O.B.: __________Age: _____Race: _____ M / F	# of Siblings____________________________
Home Address: __________________________	City: _________________________________             

In case of emergency contact:
Name: __________________________________       Phone Number: ___________________________
Relationship to child: _____________________        Alternate Number: ________________________
Parents / Guardian have authorized medical treatment by:
Physician: _______________________________      Phone Number: ___________________________
Hospital: ________________________________      City: ____________________________________
Medical conditions, allergies, prescriptions, disabilities or handicaps, if yes, please explain: _____________________________________________________________________________________
_____________________________________________________________________________________
Check Any of the Following that Apply			       Check Any Services Requested
1. Youth is at-risk of delinquent behavior?		____	     PROGRAM REFERRAL SERVICES
2. Drug/Substance use or exposure?			____	     Mental Health Counseling	___
3. Parent/Guardians have difficulty or no supervision?	____	     Substance Abuse Counselling 	___
4. Parent/Guardian has a Criminal History?		____	     Family Counseling		___
5. Youth has prior runaways?			____	     Mental Health Services		___
6. Youth has school discipline referrals in past year?	____	     
7. Youth failed a grade or subject in school?		____	
8. Youth is chronically or at risk of truancy?		____	     
9. Negative juvenile peers?				____	     
10. Juvenile exhibits aggressive behavior?		____	     
11. Prior traumatic events?                                                      ____            
12. Mental Health needs?                                                        ____
13. Current Offense?                                                                 ____
14. Sibling has Criminal History?                                             ____
15. Youth involvement with significant family conflict?     ____
16. Youth/Family has open CPS case?                                    ____
17. Youth victim of sexual abuse?                                           ____
18. Youth is pregnant or a parent?                                         ____
Referring Person’s Signature:__________________________________ Date:______________________________





