WaShjngton Community Services

P A
— Olmty WCCS-71930-113 (10-14)

Parent Support Outreach Program Referral

Date:
(1) Parent Name (last, first): [ ] Mother [_]Father DOB:
[ ] Other:
Home Phone: Work: Cell:
(2) Parent Name (last, first): [ ] Mother [_]Father DOB:
[ ] Other:
Home Phone: Work: Cell:
Address City: State/Zip:
Is English the primary language If no, what? Is an interpreter needed?
spoken at home? [ |Yes [ ]No [ Jyes [ ]No
List Child(ren’s) Name(s) Date of Birth Sex Grade School
[ | Male
[ ]Female
[ | Male
[ ]Female
[ | Male
[ ]Female
[ | Male
[ ]Female

Concerns for family:

Strengths for family:

Goals for family:
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WCCS-71930-113 (10-14)

Referring Professional: Department:
Office:
Fax: E-mail:
OFFICE USE ONLY
Agency Referred:
Notes:

CONSENT FOR RELEASE OF INFORMATION & PARTICIPATION

| agree to allow [ ] and the People Incorporated to exchange data about my children and myself. This
data consists of data about my eligibility for assistance. The data is used for use in providing services to
my family and me. This data is private. | know I can refuse to release this data. | know | may not get all
available services if | refuse. My consent ends one year after the date I sign this. | may cancel my
consent in writing at any time.

| understand that participation consists of working with a social worker from one of our vendors for up
to three months. | understand that we will work together to develop a case plan with the goal of
connecting my family to community supports while stabilizing our family’s current situation.

Please initial here:

Date: Signature:
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