
Program Referred to: 
Home Visiting: ___ _ 

Time spent during intake (hr/min): 

Other: ______ _ 
For Parent Education: 

Number of adults attending: __ _ 
Number of kids attending: __ _ 

� .. 
• 
.. 

OEXCHANGE 

PARENT AIDE 

Referral Form 

BUTTE 4-C's 
ti it 
101 North Main Street *723-4019 

Parent/Caregiver Referred:. ______________ _ 
Name 

Referred By:. ______________________________ _ 
Name/ Agency Phone 

Reason for Referral: ____________________________________________________ _ 

Please elaborate on specific
strengths this family demonstrates: _______________________________________________ _ 

Address ________________________________________________________ _
Street Address Apt or Trailer City/State Zip Code 

Phone. ________ _ Message Phone _______ _ Email _____________________ _ 

Have you or anyone in your household previously used the Family Tree Center? _____ _ 

Caregiver Information 

Referred Parent 
Other names used DOB Sex Ethnicity Marital Status 

Due date, 
(Caregiver 1) if pregnant 

M I F 

Occupation Employed Income Disability If yes, specify 
Highest Level of 

Education 

Yes No Yes No 



Parmer /Spouse 
Other names used DOB Sex Ethnicity Marital Status 

Due date, 

(Carel!iver 2) if pregnant 

M I F 

Occupation Employed Income Disability If yes, specify 
Highest Level of 

Education 

Yes I No Yes I No 

Do you have an open child support case? 
Yes No 

Do you have a restraining order against anyone? Yes No If yes, who? 

Does anyone have a restraining order against you? Yes No If yes, who? 

Copy of restraining order received (date) by (FTC staff member) 

Services cannot be started until the FTC has a copy of the restraining order on file. 

Children Information 

Child's Name (and nickname} DOB Sex Ethnicity 
Parent/ Parent/ 

Disability If yes, please specifiy 
Immunizitions 

Caregiver 1 Caregiver Z current 

MI F Yes J No Yes I No 

Custody /contact with all significant caregivers: 

MI F Yes J No Yes I No 

Custody/contact with all significant caregivers: 



I IM IF I I I I Yes I No I I Yes I No 

Custody /contact with all significant caregivers: 

I IM IF I I I I Yes I No I I Yes I No 

Custody /contact with all significant caregivers: 

I IM IF I I I I Yes I No I I Yes I No 

Custody /contact with all significant caregivers: 



Other service involved with or referred to ( check all that apply) 

Currently Used in Referred Currently Used in Referred 
Using the Past (include source l Using the Past (include source l 

HRDC AWARE 

SNAP STEP 
Housing ECI 

Utilities Maternal Child Health 

OPA Mental Health Center 
WIC HMK 
SSI/SSDI Medicaid 
DFS Medicare 

Other: Other: 

Referral Taken By: _______________________ _ Date: _____________ _ 




