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Edwards Mentoring & Social Services

Affecting a Positive Difference….

190-05 122nd Avenue, Springfield Gardens, NY 11413
Phone: 646-824-5737- Email: Edwardsmentoring@gmail.com
  Website: Edwardsmentoring.com
Referral Form 

Date:          
1. Referring Agency / Program:       
2. Referring Worker’s Name:      
3. Referring Worker’s Email:      
4. Referring Worker’s Phone Number:      
5. Client’s Last Name:      



First Name:      
6. Client’s Date of  Birth: 
     
Age: 
     
Language:      
7. Client’s Telephone Number: 
     

Emergency Contact Number:      
8. Client’s Permanent Address:      
9. Current Address:      
10.  Client’s Educational  Attainment:    FORMCHECKBOX 
  Less than High School     FORMCHECKBOX 
  H.S. Diploma / GED    

 FORMCHECKBOX 
Some Post-Secondary /College    FORMCHECKBOX 
  2-4 Year College Graduate 

11. Employment Status:  FORMCHECKBOX 
 Unemployed   FORMCHECKBOX 
Temporary/Part Time   FORMCHECKBOX 
 Full Time 

   FORMCHECKBOX 
Disability / Worker’s Comp. / Retirement  

If employed, what is the client’s work schedule? 
12. Is client receiving other services (Mental Health, Substance Abuse, Psychiatric etc…)?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No 

If yes, please identify services and respective service provider(s):

     
13.  Health Insurance Provider & Group ID Number: ( Example: Health First -  #00000000)       
     
14. Is client subject to any Orders of Protection?    FORMCHECKBOX 
Yes   
 FORMCHECKBOX 
No  

If yes, please describe terms of Order of Protection 
15. Is Client subject to a Visitation Order 
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  

If yes, please describe      
16. Is Client subject to Child Support Order?       FORMCHECKBOX 
Yes        FORMCHECKBOX 
 No

17.  Client Service Request(s):

 FORMCHECKBOX 
Parenting Counseling
  FORMCHECKBOX 
 *Co-Parenting        FORMCHECKBOX 
 Domestic Violence Counseling
 FORMCHECKBOX 
Anger / Abusive Behavior Counseling

 FORMCHECKBOX 
 Financial Empowerment Counseling

 FORMCHECKBOX 
 Mentoring 


  FORMCHECKBOX 
 Counseling              FORMCHECKBOX 
   Other:      
Are Services Mandated?         FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  
 If yes, please check by whom:     FORMCHECKBOX 
ACS       FORMCHECKBOX 
Family Court     FORMCHECKBOX 
Criminal Court  
18. Please provide a short but detailed statement regarding why client is being referred for services (e.g., inappropriate discipline, domestic violence etc.). 
Child(ren) Information:

	#1
Name:      
 FORMCHECKBOX 
Boy        FORMCHECKBOX 
Girl
DOB:                               Age: 
Address:       
Bio-Father   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    
	#2

Name:                               FORMCHECKBOX 
Boy        FORMCHECKBOX 
Girl
DOB:                          Age:       
Address:        
Bio-Father   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    

	#3

Name:                                    FORMCHECKBOX 
Boy     FORMCHECKBOX 
Girl
DOB:                         Age:       
Address:      
Bio-Father   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    
	#4

Name:                               FORMCHECKBOX 
Boy        FORMCHECKBOX 
Girl
DOB:                         Age:       
Address:        
Bio-Father   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No    


For Internal Use Only


Case Disposition: 

Assigned To: 


Date: 
