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Request for Kinship Support Services for Approved and Non-Approved Families
Upon receipt of this referral, Children’s Choice will conduct a Kinship Family Assessment to confirm family needs and identify next steps.
**Note: This is not for the kinship family approval through DFS**

	Date of Referral:
	

	Kinship Parent Name:
	
	DOB:
	

	Address:
	

	Phone Number(s):
	

	DFS Case Number:
	
	
	

	DFS/CaseManager:
	
	Worker Email:
	

	OCA Contact Person (if applicable):
	



	Reason for Referral (Must identify specific needs): · Community Services Referrals
· Other (please describe: 

· Clothing                                  
· Food Assistance
· Bedding/household items:_______________________
· Car Seat
· Furniture:____________________________________
· Rent/Utility Assistance

	

	**Family is aware of referral and agrees to be contacted:
	|_|  YES
	|_|  NO


Please send completed referral to:
dekinshipreferrals@childrenschoice.org

	Other Household Members (please include DOB if known):

	1.
	
	DOB:
	
	Age:
	

	2.
	
	DOB:
	
	Age:
	

	3.
	
	DOB:
	
	Age:
	

	4.
	
	DOB:
	
	Age:
	

	5.
	
	DOB:
	
	Age:
	

	6.
	
	DOB:
	
	Age:
	

	7.
	
	DOB:
	
	Age:
	

	8.
	
	DOB:
	
	Age:
	

	
DFS Has Custody:
	 
            YES or NO            

	DFS Safety Plan in Place:     YES or NO

	
	

	Printed Name of Person Making Referral
	
	Signature of Person Making Referral

	
	
	

	Date
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