Fountain of Hope Family Services
Direct Referral/Screening Information
Client’s Name__________________________________ Date of Referral______________

Client’s Medical/DHS Number___________________ SS#_________________________

Address____________________________________________________________________

Phone_______________________

DOB________________________   Age______    Sex________ Race__________________

Parent/Guardian_________________________________ Relationship_______________

Place of Employment_____________________________ Work Phone_______________

Case Worker______________________________ Phone___________________________

Supervisor’s Name________________________________ Phone____________________

	URGENT NEEDS

__Housing  ___Food  ___Medical  ___Clothing ___Detox ____Suicidal/Homicidal ___Safe Shelter


Is individual in danger of hurting self or others if not seen today? Yes___ No___

Other(s) involved/Referrals_______________________________________________

_______________________________________________________________________

_______________________________________________________________________

Emergency Contact

Name_____________________________________Relationship_________________

Address_____________________________________________ Phone_____________

Service Requested:

	
	Individual Counseling
	
	Marriage Counseling
	
	Other

	
	Group Counseling
	
	Assessment
	
	

	
	Family Counseling
	
	Grief Counseling
	
	

	
	Anger Management
	
	Home Base Service
	
	


Comments/Brief History
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Completed By___________________________ Assessor____________________

Therapist_______________________________ Phone/Cell__________________

Case ID Code_____________________
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