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To be completed by the referral source (if applicable)
Are you referringon behalf of ayouth? YES NO
Ifyes, Is the youth aware that you are contactingus on theirbehalf?  YES NO

Name of referral source:

Contact information forreferral source: |

Referral information
Name:

Gender:

Date of Birth (year/month/day)—the program is for youth 14 to 24:

Current Address:

Please provide the best contactinformation:

Can we leave amessage? YES NO
Language preference:

Is there or hasthere been any connectiontothe provincial child welfare system? le. Have you ever had
a social worker, beeninvolved with YES (Youth Engagement Services), orvisited asocial worker at
school? YES NO

In order to best support — please answer the following questions to the best of your ability.

What are the current Mental Health concerns?

Is there a history of trauma? YES NO
Has there been any thoughts of ending yourlife by suicide recently? YES NO
If thereis any danger of harm, please contact 911 immediately

Is there anythingelse you would like us to know?

PartnersforYouth
Head Office: 487 Brunswick Street, Fredericton, NB, E3BSL6
506-462-0323, pfyconnect@partnersforyouth.ca
www.partnersforyouth.ca
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