Kentucky River CAC / Care Cottage Referral Form

Referral Date:____________________              Referral Made By:_______________________________
 Person Completing Form:_____________________     Referring Agency:_________________________ 
County of Residence: _________________________	County of Occurrence: ___________________

Client Information: Child’s Name:__________________________________________________________
DOB:___________________ Age:___________ Child’s SSN:________________________________ M / F 
Race:_________   Been seen before at CAC ____________ when __________
Child Living With:___________________________________ Relationship to child__________________ 
 Does this person have legal custody? Y / N 
If no, then Legal Guardian:____________________________ Relationship to Child ___________
Current Address:______________________________________________________________________
Mailing Address:  ______________________________________________________________________
Main Phone:___________________________    Secondary Phone: _______________________________
Does child have any disabilities? Y / N   If yes, then list:_________________________________________
 
Is there any of the following concerns: (Please Circle any that apply)
Cultural/ Ethnic		LGTBQ Homelessness		Dating violence		Domestic Violence  Child Pornography	Social Media		Human Trafficking/Exploitation		Prostitution  
 Social Worker:_____________________________ County:______________ Phone: ________________ 
Law Enforcement:__________________________ Agency:_______________ Phone:________________ County Reviewing Case in Multidisciplinary Team:_________________________ 
Reason for Referral / Allegations [Attach DCBS 115 or Police Report if available]:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Perp: _________________________________________________________________________ 
Relationship to Child: _______________________ 	DOB/Age: ______________________________
[bookmark: _GoBack]FAX to (606) 487-9171
FOR AGENCY USE ONLY:                                 	Date of FI:_____________________ Time of FI: ___________
                                                                             Date of Med: __________________  Time of Med: ________
