EASTERN SERVICES & CAMP SIMON, LLC
Phone: (860) 254-5127	Fax: (860) 254-5254

Referral Form for Therapeutic Support & Support Service

	Client name (last, first)


	Date of Birth


	Child’s address


	Phone


	Referring case worker


	Phone

	Referring supervisor

	Phone



	Child’s school information with address & phone



	Parents or legal guardians



	Parent or legal guardian’s address & phone if different from the client



	Client’s diagnosis
	


	Child’s medications
	


	Current service providers

	

	Past service providers

	

	Child’s areas of strengths & interests
	



	Treatment goals
	


	Service requested:
TSS or SS
	

	Number of service hours per week
	

	Length of service:
3 months or 6 months
	

	Payment Approved?

	



