.'/:])
o R~ A Youth Engagement Referral Form
‘ ' Oak Park Township Youth and Family Services
OAK PARK R]VER FOREST 105 S. Oak Park Avenue | Oak Park, IL 60302

Phone: 708-445-2727 | Fax: 708-383-8062

TOWNSHIP TOWNSHIP

Email: youth@oakparktownship.org

REFERAL AGENCY INFORMATION:

Date: Referrer’s Name:

Referrer’'s Agency: Referrer’s Phone:

Agency  Address:

Referrer’s Email:

GUARDIAN 1 INFORMATION:

Guardian 1 Name:

Guardian 1 Address: Email:
Phone: ( )- - Alteternative: ( )- - Has guardian been notified of referral [_] Yes D No
Does the Guardian approve of services es o If no, please explain why:

GUARDIAN 2 INFORMATION:

Guardian 2 Name:

Guardian 2 Address: Email:

Phone: ( )- - Alteternative: ( )- - Has guardian been notified of referralDYesDNo

Does the Guardian approve of services I:lYes I:'NO If no, please explain why:

YOUTH INFORMATION:

Client Name: Preferred Name: Age:
DOB: Gender: Preferred Pronouns: Ethnicity:

Grade Level: School:

REASON FOR REFERRAL:

Primary (select one): Anxiety/Depression Behavioral Issues Crisis/Trauma Gang Involvement Mentoring
Secondary (select Anxiety/Depression Behavioral Issues Crisis/Trauma Gang Involvement Mentoring
one):

REASON FOR REFERRAL CONTINUED TO PAGE 2-
1




REASON FOR REFERRAL:
Please provide a summary of the presenting concerns and reason for referring the youth for services:

BACKGROUND INFORMATION:

* Diagnosis (if known):

e Current medications?

e Do they have an IEP or 504 plan? DYes |:|No

Does the referred youth have a history of the following:
e Suicidal ideation:[_Jves[ |No

o |:|Active|:| Past

o If yes, has the student made attempts? [_] ves [ Ino
Have they been clinically evaluated in response?

o

[¢]

Please provide an explanation for any current or past Sl:

Hospitalization] ]ves [ no

o Ifyes, please list the hospital and the dates admitted:

Self Harm{__Jves| _|No
o |:|Active |:| Past

o [fyes, have any supports been provided?

Are they currently attending school on a regular basis?[ ] es |:|No
Do they have more than 10 school absences this year? I;lYesDNo
o If yes, how many?

o What supports have been put into place to address this concern?
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