








Date: ___________
HEART OF ILLINOIS SAFE FROM THE START

 SCREENING / REFERRAL   





Providing counseling, Education, and Support to Children Exposed to Violence, Ages 0-5                                  
Phone #: (309) 686-5229 Fax: (309) 686-6628 

Agency Making Referral: ____________________________________Phone #: __________________ 

Referral Contact Person: ____________________________________Email__________________________
Name of Adult Client: __________________________________________   DOB: ____________
Address: _______________________________________________________County________________

Phone: _______________  Cell: _______________  Other: ____________________  
OK to Contact    □Yes    □ No 

Ok to leave a Message     □Yes    □ No
Name of Child/ren



     D.O.B.


Relationship to Adult Client

______________________


___/___/___


______________________

______________________


___/___/___


______________________

______________________


___/___/___


______________________

______________________


___/___/___


______________________

Reason for This Referral:_____________________________________________________________

_________________________________________________________________________________
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Is DCFS involved?   YES     NO   ________________________________________

Did you discuss this referral with the client? YES   NO_______________________

For staff use only:
	Attempted Contacts__________________________      Approved for Services:  Yes       No    If no, please explain: _____________________________________________________________________________________________

Referral Source Contacted________________________


