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MENTORING PROGRAM
Help Understanding Guidance and Support REFERRAL FORM

Parent/Legal Guardian:

Elementary/Middle/High School:

Child’s Name: Age: D.O. B.
Child’s Name: Age: D.O. B.
Child’s Name: Age: D.O. B.
Child’s Name: Age: D.O. B.
Address:

City: State: Fl Zip code:
Phone (day): Cell:

Ethnicity: Primary language:

Reason for referral:

Was client informed about services? Yes No

Did client consent to be referred for services? Yes No

Is client aware his or her personal information is being shared with Children’s Healing
Institute? Yes No

Referring agency:

Agency’s contact person: Phone:

Client Signature: Date

FAX OR MAIL BACK TO:
The Children’s Healing Institute
www.childrenshealinginstitute.org
Parent Child Youth Mentoring Program
Michelle Rodriguez, Mentoring Supervisor
(561) 585-1650 Ext. 108 Fax: (561) 585-4668
1199 W. Lantana Rd., Cottage 10, Lantana, FL 33462
mrodriguez@childrenshealinginstitute.org
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