JI,_ children, Youth &
=, ,= Families Department
II" STATE OF NEW MEXICO
Family Services Division

Prevention & Initiatives Bureau
Community Based Family Outreach Program

Family Outreach Referral

Please provide as much detail as possible. If an area does not apply to a family, put N/A. Any missing
information may prevent the agency from contacting the family within the required timeframe.

1. Referring Partner Information:

Date: Employee Name/Title:

Phone Number: Email Address:

2. Family Information

Primary Caregiver Name: DOB:
Personal Phone #: Email Address:
Relationship to Child(ren)

Address/Directions:

Secondary Caregiver Name: DOB:
Personal Phone #: Relationship to Child(ren)

FACTS # (If known) Family’s Primary Language:

Is the family aware that this referral was made? [0 YES 0 NO

Please list all household members whom the program will work with, including all children:

First Name Last Name Date of Birth Relationship

3. Reason for referral (Summary of family’s situation):

CYFDIPSDI| Family Outreach 1
02.2023




JI,  Children, Youth &
§<J.§ Families Department

I"I STATE OF NEW MEXICO
Family Services Division
Prevention & Initiatives Bureau
Community Based Family Outreach Program

Family Outreach Referral

4. CYFD History (JJS and PS if applicable)

For the community-based agency only.

Date referral received: Date of Initial Family Meeting:

[0 Family enrolled in services.
[0 Family refused services.
Reason for refusal:

[0 Unable to connect with family.
List time, date, and method of attempted contacts:
1.

2.
3.

[ Services offered to the family:

1

2.
3.
4.

Community Based Agency Employee Signature Date
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