



COMMUNITY COLLABORATION FOR CHILDREN
IN-HOME BASED SERVICES
COMMUNITY PARTNER OR SELF REFERRAL FORM

	[bookmark: _GoBack]Family Name
	
	Referral Date
	

	Address
	

	Phone
	
	County of Residence
	

	Directions to Home
	

	





	Name of Adults in Home
	Relationship
	Date of Birth

	
	
	

	
	
	

	
	
	

	
	
	

	Name of Children in Home
	Relationship
	Date of Birth





	Why do you feel these services are needed?

	



	Discuss other issues/concerns, note family strengths, and resources 

	



	Are any other agencies involved with family?  ________ If yes, please list.


	Name of Agency
	Phone #
	Services Provided
	Length of Service

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Please indicate if self-referral or community partner referral

Self Referral		☐		Community Partner Referral	☐



**If Community Partner Referral please complete the following:

	Referring Worker
	
	Phone
	

	Referring County
	

	E-mail Address
	
	Emergency Contact #
	


_______________________________   _____________________


CCC Contact Information:

Judy (Teka) Cloyd  M.Ed 
CCC In-Home-Service Specialist/Supervisor
Community Collaboration for Children
Licking Valley Community Action Program
203 High Street; Flemingsburg, KY 41041
Jcloyd@lvcap.com 
606-782-4962 cell
606-845-0081 work
606-845-0418 Fax


