          Fraser Valley Child Development Centre


  REFERRAL FOR SERVICES
                    Has the parent or legal guardian consented to this referral?
( YES  ( NO

                    This referral will not be processed without parental/legal guardian consent.

Date of Referral:_______________________________ Care Card Number: ___________________________________

Child’s Name: First:__________________________________________Last:______________________________________________ 
Date of Birth_________________________________   M  (   F  (      Is the Child Identified as Aboriginal:  Yes (  No  (
Interpreter Required?    Yes ( No (                                             Language:   ______________________________________
Parent/Guardian Name: ________________________________________________________________________________________   
Legal Guardian :  Yes (  No  (                                  Relationship to Child:__________________________________
Address:___________________________________________City:_______________________________Postal Code_____________
Phone H: ____________________Phone W:____________________Cell#_____________________Email:_____________________
Social Worker Name:___________________________________________Phone W: _________________Fax:__________________

Address:_______________________________________________________Email:__________________________________________

Are there any cultural or religious considerations we should be aware of?_________________________________________
Home Visit or Health/Safety Concerns:___________________________________________________________________________
Reason for Referral/Concerns:__________________________________________________________________________________

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
Name of Preschool/Child Care/School: ____________________________________Phone:_______________________________
Referral Source/Name:_________________________________Phone:___________________  Fax:__________________________
Form Completed By:__________________________________ External Agency Date of Referral:_________________________
The private and personal information collected on this form is used to determine eligibility and appropriateness of services to be provided. Non-identifying statistical information may be collected, collated and distributed to support requests for funding, advocacy, resource allocation and measuring outcomes. Please refer to the Fraser Valley Child Development Centre Personal Information Protection Act Policy (see website for more information).
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Abbotsford Office
Chilliwack Office
Hope Office
Mission Office

102-32885 Ventura Ave
45474 Luckakuck Way
1250 7th Ave
4 – 7337 Welton St              
Abbotsford, BC
Chilliwack, BC
Hope, BC
Mission, BC                      
V2S 6A3
V2R 3S9
V0X 1L0
V2V 3X1
                               
Tel: (604) 852-2686
Tel: (604) 824-8760
Tel: (604) 869-5467
Tel: (604) 820-9536

Fax: (604) 852-5794
Fax: (604) 824-8735
Fax: (604) 869-2994
Fax: (604) 820-9568

    Revision date: October 18, 2007
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