Child and Family Team Meeting
Referral Form

Date of Referral:  ______________________________

Name of Child:  ______________________________       Date of Birth:  ____________
Proposed Date (s) and Location of Meeting:  ___________________________________

Proposed Time of Meeting:  ________________________________________________

Purpose of Meeting:  ______________________________________________________
________________________________________________________________________

________________________________________________________________________

Persons Attending (Relationship or Affiliation to Family:  _________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Conflicts of Safety issues:  __________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Current Agencies Involved and Contact Person:  ________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Referring Agency: __________________________    Telephone:  __________________

CFT Facilitator: ____________________________    Telephone:  __________________

Comments:  _____________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

