	Quality Life Center of SW Florida, Inc

	FAMILY PREVENTION SERVICES

	Referral Form

	                                                Last Name                    First Name                      MI
	DOB: 
	Date: 

	Target Child:
	   
	
	Age:

	Address:
	
	City
	Phone (H) 

	 
	
	State: FL
	 

	
	 
	Zip:
	Cell: 

	Gender
	Male
	   
	Female
	
	 
	Race: 
	Language: 

	Social Security Number:  

	School:
	
	Phone#:
	Grade:

	 
	
	 
	 

	Legal Guardian (s)
	Relationship to Client: 
	 

	Address:
	
	City: 
	Phone 

	 
	
	State: 
	*Ok to call work?   Y  or  N
	 

	
	 
	Zip: 
	Phone (H):

	  
	 
	Race: W

	Biological Mother: 
	Biological Father: 

	SS: 
	SS#: 

	DOB: 
	Race: White
	DOB: 
	 
	Race: 

	Address: 
	
	City: 
	Phone (H)

	 
	 
	State: FL
	Cell:

	
	 
	Zip: 
	Language: 

	Siblings
	Age
	Gender
	DOB
	Social Security Number

	 
	
	
	
	

	Children in the home
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Other Adults In The Home: 
	 
	 
	 
	 
	Household

	1) 
	Total # of Adults: 
	 
	 

	2)
	Total # of Children: 
	
	 

	3)
	Total Family Members: 
	
	 

	4)
	 
	 

	Child Protective Investigator: 
	EMAIL: 

	Phone: 
	Cell: 
	Fax: 

	 
	 
	 
	 
	 
	 
	 
	 

	Reason for Referral:
	Physical Abuse
	Medical 

Neglect
	Inadequate supervision
	Sexual Abuse
	Substance Misuse 
	Other: 

	
	
	
	
	
	
	

	

	Contacts
	
	
	
	Phone: (239) 334-2729 or (239) 334-2880‎
	

	Location: 3210 Martin Luther King Blvd
	
	
	Fax:     (239) 334-3599

	Mailing: P.O. Drawer 1290, Ft Myers, FL 33902
	
	Email: sjackson@qualitylifecenter.org
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	Explain Referral Problem:

	 

	 

	 

	 

	 

	Previous Referrals to Program?

	                                                                                             N/A

	 

	 

	 

	 

	Family Issues/Family Needs:

	

	 

	 

	 

	 

	Current Drug/Alcohol Usage
	Y       N
	If Yes, Explain: Cocaine use

	 

	 

	 

	 

	Psychiatric Diagnosis
	Y       N
	If Yes, Explain: 

	  

	DIRECTIONS TO CLIENT'S HOME

	 

	 

	 

	
	
	
	
	
	
	
	
	

	Referral Reviewed and Approved By:
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	
	 

	CPI Supervisor (Print)​​​_______________________
	
	CPI Supervisor (Signature)___________________________

	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	
	 
	 
	 
	 

	OPA (Please Print)_________________________
	
	OPA (Signature)______________________________

	
	
	
	
	
	Telephone: (239)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	For Family Prevention Services

	Staff Only

	Program Manager:

	 

	Authorization Received: 
	Date:

	 
	 

	Assessment Scheduled:
	Date:

	 
	 


