AMILY & 53 Shawnee Lane
HILDREN Gallipolis, Ohio 45631
NRST i

Phone: (740) 446-3022

OUNCIL
GALLIA COUNTY Fax: (740) 446-6814

Referral Form for Service Coordination/Wraparound Services

Please print clearly and complete each section thoroughly.

Date of

Referral: Child’s Name:

Date of

Birth Age: Sex: Race: SSN#:
Name of

Referring Agency:

Contact Person:

Contact Phone:

Contact Email:

*Please note: The contact person from the agency making this referral will be identified as the Team Leader for the family by
the Intersystem Coordinator. They will be expected to collaborate with the Coordinator for as long as the family continues to
actively be enrolled in Service Coordination/Wraparound Services.

Please list other agencies and contact person(s) involved with referred child/family.

Parent/Guardian(s)

Name:

Address:

Home Cell

Phone: Phone: Text? [Jves [ONo
Email:

Does the referred child live with the parent/guardian listed above? 0 Yes [ No

If no, please provide the child’s address here:

Please briefly explain the reason for this referral.
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