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                               ATTACHMENT I
    
           DRAFT


__________County Family & Children First Council

Referral for Service Coordination FACE SHEET

(To be completed by FCFC Director Only!)

Date of the Receipt of the Referral: ____________________

Contact Information for the person being referred:

· Name:_________________________________________

· Phone Number:__________________________________   Cell Phone Number:___________________________

· Email:__________________________________________

· Address:_____________________________________________________________________________________

Brief Description of the Problems/Needs Being Experienced:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Contact Information of the Person Referring:

· Name/Agency:________________________________________________________________________________

· Phone Number:_________________________________  Cell Phone Number:_____________________________

· Email:_________________________________________

· Address:_____________________________________________________________________________________

Outcome of the Referral/Council Response to Referral:

___Level I Service Coordination (Information Only – Timeline to Contact Family: 7 days):______________________

_______________________________________________________________________________________________

___Level II Service Coordination (Referral to Local Resource – Timeline to Contact Family: 5 days):______________

_______________________________________________________________________________________________

___Level III Service Coordination (Family Support Team – Timeline to Contact Family: 3 days):_________________

_______________________________________________________________________________________________

Date of Family Support Team Meeting:________________________________________________________________

________________________________________________________________

Signature of FCFC Intersystem Director                                                     Date
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