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Please fax Referrals to respective CRS Worker 359-2509 
or email to angelyne.white@fssnf.org
727-6567 or email to dina.monroe@fssnf.org; All PNA referrals are received through the hotline and assigned to davina.martin@fssnf.org 
COMMUNITY RESOURCE SPECIALIST 
 REFERRAL FORM
PLEASE PRINT
	Referral Date: 
	

	Referred By Individual:(Name/Title)
	Jennifer Tardif, School Counselor

	Referral Agency:
	Tiger Academy

	Email/Fax:
	jmickle@firstcoastymca.org

	Phone # of person referring
	(904) 309-6840 x207

	DCF-Name & Email of Supervisor
	


	Is the Parent/Caregiver aware of your referral?
	Yes 


	CLIENT AND FAMILY INFORMATION


	Parent(s)/Caregiver Name:
	
	
	

	
	
	(Last)
	(First)

	SS#:
	
	Date of Birth:
	
	Race:
	

	Relationship to Children:
	
	Marital Status: 
	

	Address:
	
	Apt/Lot:
	
	Zip:
	

	Home Phone:
	
	Work or Cell Phone:
	


	Parent(s)/Caregiver Name:
	
	
	

	
	
	(Last)
	(First)

	SS#:
	
	Date of Birth:
	
	Race:
	

	Relationship to Children:
	
	Marital Status:
	

	Address:
	
	Apt/Lot:
	
	Zip:
	

	Home Phone:
	
	Work or Cell Phone:
	


	Has the family been referred to other community resources?
	
	Yes
	
	No

	If “Yes,” specify:
	

	


	Child/Children’s Name:
	M/F
	DOB
	Race
	SS#

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	


(Use separate sheet of paper for additional children)

	REASON FOR REFERRAL

	


	# of FSFN Priors:
	
	
	FSFN Intake #:
	
	


	Does any member of the family have a violent history?
	
	Yes
	
	No


	
	Family has an open DCF/CPS case now
	
	Family had prior DCF/CPS case opened

	
	Family has no history with DCF/CPS
	
	Family DCF/CPS history unknown


	Was the child seen by the Child Protective Team?
	
	Yes
	
	No

	If yes, on what date?
	
	
	

	
	
	
	

	Date CPI opened investigation?
	
	
	


Areas of Concern for children                                            Areas of Concern for Adults

	
	Physical Abuse
	
	Environmental Abuse
	
	
	
	Substance Abuse

	
	Emotional Abuse
	
	Lack of Supervision
	
	
	
	Medical Concern

	
	Domestic Violence
	
	Substance Abuse
	
	
	
	Domestic Violence

	
	Medical Neglect/Concerns
	
	Behavior Management
	
	
	
	Safety

	
	Pregnancy
	
	Truancy
	
	
	
	Pregnancy

	
	
	
	
	
	
	
	Mental Health


DATE RECEIVED:  ______________________                       INITIALS: _______________________


