
 
 

Second Chance Referral Form 

 
 

Referral Agent’s Name:______________________________________ 

Referral Agent’s Address:_____________________________________ 

                                    _____________________________________ 

                                    _____________________________________ 

Referral Agent’s Phone:_______________________________________ 

Referral Agent’s Email:________________________________________ 

Who should be contacted with the results of this referral: 

___________________________________________________________ 

Have you informed the family you are making this referral? __Yes  __No 

If so, what was the family’s response?____________________________ 

___________________________________________________________ 

Identified Child’s First Name:_________________________________ 

Identified Child’s Middle Name:_______________________________ 

Identified Child’s Last Name:_________________________________ 

Identified Child’s Date of Birth:_______________________________ 

Identified Child’s School:____________________________________ 

Does this child live at home?  __Yes    __No 

If not, where and with whom is the child currently living? 

________________________________________________________ 

________________________________________________________ 

Number and Ages of Siblings: ________________________________ 

________________________________________________________ 

Parent or Legal Guardian First Name:___________________________ 

Parent or Legal Guardian Middle Name:__________________________ 

Parent or Legal Guardian Last Name:____________________________ 

Caretaker’s Address:_________________________________________ 

                              _________________________________________ 

                              _________________________________________ 

Caretaker’s Phone:___________________________________________ 

 

Please check any of the following that are of concern and are part of the reason for 

this referral: 

 
� Academic Difficulty    � Grief/Loss Issues 

� Possible Drug/Alcohol Use by Child � Substance/Alcohol Abuse in Family 

� Family in Need of Parenting Education � Runaway 

� Domestic Violence in home  � Disciplinary Referrals at School 

� Problems with Peers   � Anger Management/Impulsivity Issues 

� Possible Sexual Abuse   � Truancy 

� Lack of Social Skills   � Fighting 

� Other: Please Describe 

   _____________________________________ 

 

 



What other Services/Agencies are currently being used or have been used in the past 

and to address what issue? 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

Is the Child/Parent currently on medication?  ___Yes      ___No 

Medication and Dosages: ______________________________________________ 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

Does the child have any educational, physical or mental health diagnoses? 

___Yes     ___No 

If yes, please indicate what the diagnosis is: 

___________________________________________________________________

___________________________________________________________________ 

 

What would you identify as the child’s or family’s strengths? 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

 

 

 

Form Completed By: _____________________________________ 

Date: ________________________ 

 


