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IDENTIFYING INFORMATION

NAME OF CHILD/PATIENT:        
     
     


(LAST)
(FIRST)
(MIDDLE)
Child Status:  FORMCHECKBOX 
Inpatient  FORMCHECKBOX 
Outpatient

DATE OF BIRTH:         
     GENDER:        
   U.S. CITIZEN:  FORMCHECKBOX 
YES  FORMCHECKBOX 
NO
IF NOT A U.S. CITIZEN, IMMIGRATION STATUS:         

NAME OF PRIMARY CAREGIVER:         

NAME OF PRIMARY CONTACT PERSON:         

Relationship to child:  FORMCHECKBOX 
Parent/Guardian   FORMCHECKBOX 
Relative   FORMCHECKBOX 
Other:         

Primary Language  
 
Interpreter required  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

PRIMARY CONTACT #:         

ALTERNATIVE #:         

Type:  FORMCHECKBOX 
Home  FORMCHECKBOX 
Cell  FORMCHECKBOX 
Work  FORMCHECKBOX 
Pager
Type:  FORMCHECKBOX 
Home  FORMCHECKBOX 
Cell  FORMCHECKBOX 
Work  FORMCHECKBOX 
Pager

Is it safe to leave a message at this #?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Is it safe to leave a message at this #  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

REASON(S) FOR REFERRAL (check all that apply):

 FORMCHECKBOX 
Education
 FORMCHECKBOX 
SSI Denial/Termination

 FORMCHECKBOX 
Health Insurance
 FORMCHECKBOX 
Income Support/Access to Public Benefits
 FORMCHECKBOX 
Health Insurance/Medicaid
 FORMCHECKBOX 
Hunger and Nutrition
 FORMCHECKBOX 
Safety

 FORMCHECKBOX 
Other:         

COMMENTS:        

     

SPECIAL INSTRUCTIONS:      


     


NAME OF PERSON REFERRING:          FORMTEXT 

     

   DATE OF REFERRAL:    


DEPARTMENT:         
     PAGER/EXTENSION #:         


I AM REQUESTING THAT AN ATTORNEY CONTACT ME REGARDING A LEGAL NEED.

Signature:  

Date:  


CHILD AND YOUTH LAW PROGRAM 


The Legal Aid Society of Columbus


CLIENT REFERRAL FORM











