
 

REFERRAL FOR SERVICES 
 

 
Has the parent or legal guardian consented to this referral?  YES  NO 
This referral will not be processed without parental/legal guardian consent. 

 
CHILD’S LAST NAME, FIRST NAME  FEMALE  MALE DATE OF REFERRAL DATE OF BIRTH 

(DD/MM/YYYY) 

FIRST LANGUAGE 
(If not English) 

INTERPRETER REQD. 
 YES   NO 

HOUSE ADDRESS (WHERE THE CHILD RESIDES) POSTAL CODE 

ABORIGINAL 
  YES   NO 

PARENT/GUARDIAN/FOSTER PARENT RELATIONSHIP TO 
CHILD 

LEGAL GUARDIAN 
 

Yes     No 

PERSONAL HEALTH # 

MAILING ADDRESS (If not same as above), POSTAL CODE HOME PHONE: WORK PHONE/CELL: 

NAME OF PRESCHOOL, 
DAYCARE, SCHOOL 

CONTACT NAME PHONE NO: PHYSICIAN: 

SOCIAL WORKER NAME: PHONE # FAX # 

ADDRESS: POSTAL CODE: EMAIL ADDRESS: 

REASON FOR REFERRAL: 

MEDICAL DIAGNOSIS:  YES   NO – IF YES, SPECIFY: 

HOME VISIT OR HEALTH/SAFETY CONCERNS:  YES   NO – IF YES, SPECIFY: 

REFERRED BY (Please print name): PHONE # FAX# 

RELATIONSHIP AND/OR FACILITY ADDRESS/POSTAL CODE 

FORM COMPLETED BY: ORIGINAL DATE OF REFERRAL (DD/MM/YY): 

The private and personal information collected on this form is used to determine eligibility and appropriateness of services to be provided. 
Nonidentifying statistical information may be collected, collated and distributed to support requests for funding, advocacy, resource allocation and 
measuring outcomes. Please refer to the Fraser Valley Child Development Centre Personal Information Protection Act Policy. 

 
Revision date: January 23, 2014 Website: www.fvcdc.org 

  .   

Abbotsford Office Chilliwack Office  

102-32885 Ventura Ave 45474 Luckakuck Way  
Abbotsford, BC Chilliwack, BC  
V2S 6A3 V2R 3S9  
Tel: (604) 852-2686 Tel: (604) 824-8760  
Fax: (604) 852-5794 Fax: (604) 824-8735  

 

http://www.fvcdc.org/

