
Community Justice Program Substance Counseling Referral     Form

Diagnosis (if known):_______________________________________________________________________________________________________________________ 

  Heightened stress levels  

  Academic Decline 

__________________________________________________________________________________________________

Referrer’s Name: ___________________________________________________________________________________________________________________________ 

Referrer’s Agency: _________________________________________________________ Referrer’s Phone: ______________________________________________ 

Agency Address: ___________________________________________________________________________________________________________________________ 

Referrer’s Email: ___________________________________________________________________________________________________________________________ 

YOUTH INFORMATION 
__________________________________________________________________________________________________

Client Name:__________________________________________________ Nickname:_________________________________________ Age:___________________ 

Gender:_______________________ DOB:__________________________ Ethnicity:______________________________________ Grade Level:_______________ 

School information: ________________________________________________________________________________________________________________________ 

Guardian(s) Name: ________________________________________________________________________________________________________________________ 

Address:  ___________________________________________________________________________________________________________________________________ 

Phone: (_________)-__________-___________ Alternative: (________)-__________-___________ Alternative 2: (________)-_________-__________ 

Email(s): ___________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Has the guardian been notified of referral   Yes       No  If no, why: ________________________________________________________________________________ 

REASON FOR REFERRAL (if necessary, attach an additional sheet or back): 

Oak Park and River Forest Township Youth and Family Services 
  105 S. Oak Park Avenue | Oak Park, IL 60302 
  Phone: 708-445-2727 | Fax: 708-383-8062  

Date: Email: aaggen@oakparktownship.org 
____________________________________________________________________________________________________________ 

Primary:  

Repeated Misuse  Increased absenteeism  Reports from 
peers, family, or school personnel  

  Aggressive or disruptive behavior Mental Health Concerns

Parent Indicated Substance Problem 

Intoxication on School Grounds     

Youth Indicated Substance Problem

Secondary:

 Possession of Substances  

mailto:youth@oakparktownship.org
jmatson
Line
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