
Date : _____________

To be  compl e te d  by  the  Re f e rral Source  ( i f  appl i cabl e )

A re  y o u referring  o n  b e h al f   o f  a  y o u th ? YES N O

I f  y e s ,   I s the  y o u th  aw are  t h at y o u are  cont acti n g  u s  o n the i r  b e h al f ? YES N O

N ame  o f  Re f e rral  S o u rce :  ________________ ___ ___ ___ ____ ___ ___ ___ ____ ___ ___ ___ ___ _ ___ _

Con tact i n f o rmati o n  f o r  Re f e rral  S o u rce:  ______________________ ___ __ _ ___ ____ ___ ___ ____ __

Refer r a l  in fo r ma t i o n
N ame :  ______ ___ ___ ___ ____ ___ ___ ___ ____ ___ ___ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Ge n d e r:  ______ ___ ___ ___ ____ ___ ___ ___ ___  E t h n i c i t y  ( o p t i o n a l ) :  ______ ___ ___ ___ ____ ___ ___ ___

Date  o f  bi rth ( y e ar/mo n th /day) – th e  p rogram i s   f o r y o uth 14  to 24:  ___________________ ___ ___ ___ _
* Y o u t h  u n d e r  1 6 ?  ( w e  w i l l  n e e d  g u a r d i a n  c o n s e n t )

G u a r d i a n  N a m e  a n d  C o n t a c t  I n f o r m a t i o n :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Cu rre n t  A d d re s s :  ___________________ ____ ___ ___ ___ ____ ___ ___ ___ ____ ___ ___ ___ ____ _ __ ___ __

P l e ase p rov i d e th e b e s t contact i n f o rmation: _______________________ ___ ____ ___ ___ ___ _ ___ ___ _

Can w e  l e av e   a  me s s age ? YES N O Language  P re f e re n ce :  ____________________

I s the re  o r has  th e re  b e e n  any  con n e cti o n  to  th e  p rov i n ci al  ch i l d  w e l fare  s y s tem?  I e .  Hav e 

y o u  e v e r   h ad a So ci al  W ork er,  b e e n  i n v o l ve d   w ith  YES ( Youth  Engage me n t  S e rv i ces) ,  o r  v i s i ted 

a  S o ci al  W o rke r  at school? YES N O

In o r d er t o b est su p p o r t  – p l e a se an swer t h e fo l l o w i n g q u e st i o n s  t o t he b est o f y o u r ab i l i t y.

Wh at are  the  curre n t  Me n tal  He al th  con ce rns?  ____________________ ___ ___ ____ ___ ___ ___ ____ _ 
______ ___ ___ ___ ____ ___ ___ ___ ____ ___ ___ ______ ___ ___ ___ ____ ___ ___ ___ ____ ___ ___ _ _ _ _ _ _ _ _

I s the re  a history  o f  trauma? YES N O

Has the re  b e e n  an y  th o u gh ts  o f  e n d i n g  y o u r  l i f e  b y  s u i ci d e  re ce n tl y? YES N O

* I f  th e re  i s any  d ange r  o f  h arm,  p l e ase contact 911  i mme d i a tel y.

I s the re  an y th i n g  e l s e  y o u  w o u ld  l i k e  u s  to  k n o w ?  _______________________ ___ ____ ___ ___ ___ _

To  be  completed  by Youth  referred:
I  give  consent  to  PFY  Connect  Staff  Members  to  talk  to  service  providers  to  set  up  counselling  services. 

YES NO
*Please  note  –  a  detailed  consent  form  will  be  given  before  counselling  services  start

P artne rs  f o r  Youth Inc.
487 Bruns w i ck  S tre e t,  F re d e ricton  N B, E3B S L6  

506- 462- 0323,  p f y conne ct@partne rs fory outh.ca
w w w . p artne rsforyouth. ca
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