REF #: ___________________	 	     	FAX: 603-524-0702

[bookmark: _GoBack]LAKES REGION COMMUNITY SERVICES         
STEP AHEAD PROGRAM REFERRAL FORM


Referral Date: __________                       Family Support Specialist: __________________________________

Primary Parent/Caregiver’s Name: ______________________________________________________________

Other Parent/Caregiver in Home: ______________________________________________________________

Children in Household  Name: _____________________________________  DOB: ________  Age:  _______

                                       Name: _____________________________________  DOB: ________  Age:  _______

			Name: _____________________________________  DOB: ________  Age:  _______

			Name: _____________________________________  DOB: ________  Age:  _______

Address: __________________________________________________________________________________ 

Phone: ______________________ Cell Phone: _____________________   Email:  ______________________

Mailing Address (if different from above): _______________________________________________________

Directions to the home (start from office): ________________________________________________________ __________________________________________________________________________________________
Description of Concerns/Needs:_________________________________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________

Does a family member already receive services through LRCS? ⁪ yes    ⁪ no 
Name of family member receiving LRCS support?:  ______________ Name of support program: _____________

Is there a child living in the home that is enrolled in Medicaid?: ⁪ yes    ⁪ no 

Referral Source: _________________________________   Phone: ____________________________________

How did you learn about the Step Ahead Program?  (Check or specify all that apply)
 1-Friend						 6-House of Worship		
 2-Department of Social Services (DCYF)		 7-Newspaper/Advertisement
 3-Family Resource Center Staff Member 		 8-Agency:				
 4-Flyer						 9-Courts: 				
 5-Family member/Relative 				 10-Through e-mail list
 11- Other						
 
Signature of person completing form: ______________________________ Date: _______________________
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