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	St. Catherine’s Center for Children Permanency Resource Center
Referral – Albany/Rensselaer/Schenectady

	Referring organization/person please complete sections 1&2 and submit to tcarroll@st-cath.org
(1) REFERRING PERSON OR ORGANIZATION                                                        Date: ____________
Person Making Referral: ____________________________________________________________________
Organization Name: _______________________________________________________________________
Phone Number: _____________________________    Email: ______________________________________   
Role you have with family: ________________________________________________________________
How did you hear about SCCC’s PRC: _______________________________________________________


	(2) FAMILY BEING REFERRED                                                             
Caregivers Name: ___________________________________________________________________
Full Address: _____________________________________________________________________________
Phone Number: ___________________________________________     (circle)   Cell    Home    Work
Email: __________________________________________________________________________________


	Children in the home (Name, DOB, Relationship to Caregiver):
___________________________________________
___________________________________________
___________________________________________
___________________________________________

	Other people residing in the home (Name, DOB, Relationship to Caregiver):
___________________________________________
___________________________________________
___________________________________________
___________________________________________

	Child Custody Status:
☐ Custody (through court)
☐ Informal  
☐ Guardianship
[bookmark: _heading=h.gjdgxs]☐ Adoption 
☐Other: Please Explain _______________________

	Additional information we should know:
__________________________________________
__________________________________________
__________________________________________
__________________________________________



	(3) SCCC STAFF COMPLETE 
Is this family appropriate for the program:    YES    NO   
If no, why not? ______________________________  Referral to (org.): ______________________________
Coordinator Notes on initial call with Caregiver: _______________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Staff Name Who Made the Initial Contact with Caregiver: _______________________________________

Coordinator’s Signature: ________________________________                 Date: ____________________
Assigned Worker: ________________________________ Intake Date: ____________________________
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