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DCF – 764
New – 02/ 2007
COMMUNITY BASED LIFE SKILLS

PROGRAM REFERRAL

*Please fill out form in its entirety!!*
	Youth’s Name:  
	

	

	Date of Referral:
	
	Citizenship Status:
	

	

	AGE:
	
	DOB:
	
	GENDER:
	
	RACE:
	

	

	Primary Language (other than English):
	

	

	Address:
	

	

	Phone #:
	
	Message:
	

	

	DCF Link #:
	
	Medical #:
	

	

	DCF Worker:
	
	Phone #:
	
	Email:
	

	

	DCF Supervisor:
	
	Phone #:
	
	Email:
	

	

	DCF Area Office: 
	

	

	Legal Guardian (DCF ( ) or Name of Guardian:
	

	

	Committed abuse/neglect/uncared for: (
	FWSN: (
	Delinquent: (
	Voluntary: (

	
	
	
	

	Type of Placement:  

	Foster Home: (
	Group Home: (
	Residential: (
	Relative: (
	CHAP: (
	Re-Entry: (

	

	Description of Placement: 
	

	

	Contact Name for Placement:
(i.e. foster parent’s name or case manager):
	

	

	Provider or Foster Parent’s Phone Number:
	

	

	Total Length of time in DCF care:  _______ years, ______ months (needs to be completed for yearly statistics)

	

	Expected living situation in the next year?:
	

	

	Educational Program and Grade:
	

	

	Contact Person:
	
	Phone #:
	

	

	Special Ed.: (
	General Studies: (
	GED: (
	Vocational/Technical: (

	College prep/accelerated: (
	Alternative Learning Program: (

	

	Long term Educational Goals:
	


	Current Educational Concerns:
	

	

	

	

	

	Has had previous work experience?:
	Yes:  (
No:  (

	

	If working, where currently working:
	

	

	Interests and Activities:
	

	

	

	

	

	**BRIEF ASSESSMENT OF THE YOUTH’S ABILITY AND WILLINGNESS TO PARTICIPATE IN THE 

	PROGRAM, AND IN A GROUP SETTING:  
	

	

	

	

	

	

	

	

	

	** OBSTACLES/ISSUES YOUTH IS CURRENTLY DEALING WITH (i.e. living situation, transportation, 

	behavioral issues):
	

	

	

	

	

	

	

	

	


THIS FORM SHOULD BE RETURNED TO THE LIFE SKILLS INSTRUCTOR 
IN THE AREA OFFICE CLOSEST TO WHERE THE YOUTH IS RESIDING!

Please contact the life skills liaison located in DCF Central Office with any questions.
