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Family Assistance Support Team
1201 First Street South, Winter Haven, FL 33880
Phone: (863) 291-3611 

Fax: (863) 291-3199 
	Family Assistance Support Team Parenting Program Referral 


Eligibility for this program requires that the children are available to participate with the client in a home 
environment. Minimum number of sessions to complete program is 8 (4 sessions of classes and 4 or more 
sessions in home with clients and their children). Please complete all sections of the referral.

	Section 1 – Referral Source Information

	Name: ______________________________
	Organization: _________________________________
	

	Phone:​​​_____________________________
	E-mail: ______________________________________

	Cell Phone: ​​​_________________________
	Supervisor Name: _____________________________

	Fax Number:________________________
	Address: _____________________________________

	Section 2 – Criteria: Client must have yes answers to all questions to be eligible for program

	1. Is the client able to have face to face contact with the child/children?   FORMCHECKBOX 
 YES       FORMCHECKBOX 
  NO

	2. Is the client able to have face to face contact with the child/children in a home environment within Polk, Highlands, or Hardee Counties?                                                           FORMCHECKBOX 
 YES       FORMCHECKBOX 
  NO

	If you answered “No” to any of the questions, please refer when client becomes eligible

	Section 3 – Client Information



	Language Spoken:  FORMCHECKBOX 
 English      FORMCHECKBOX 
 Spanish      FORMCHECKBOX 
 Creole      FORMCHECKBOX 
 Other:

	Client’s Last Name:_____________________________ First: ___________________Middle:__________   

Address: _________________________________________City:______________ Zip Code:__________

Primary  Phone:___________  Other Phone: ____________ FSFN Case Name/#:____________________
Section 4 - Client and Family Information

Name

SSN

DOB

Gender

Relationship

Person living at the above address?

YES ⁪            NO ⁪

YES ⁪            NO ⁪

YES ⁪            NO ⁪

YES ⁪            NO ⁪

YES ⁪            NO ⁪

YES ⁪            NO ⁪

YES ⁪            NO ⁪

YES ⁪            NO ⁪

                        


Comments: ____________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
Referring Signature: _________________________________________Date: _____________________

Please Fax Referral To: (863) 291-3199 
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