                                   TIBURCIO VASQUEZ HEALTH CENTER, INC.             Revised 2/21/2012
22211 Foothill Blvd. Hayward, CA. 94541
(510) 471-5880 press option # 6 and FAX (510) 782-4678

FAMILY SUPPORT SERVICES CASE MANAGEMENT REFERRAL FORM

	FSS CLIENT IDENTIFICATION NUMBER

	 

	INTERNAL USE ONLY


___________________

DATE OF REFERRAL                                         

CLIENT NAME: _______________________________________________ AGE: ____________

DOB ____/_____/____ ETHNICITY __________________ PRIMARY LANGUAGE ______________

ADDRESS ______________________________________________________________________________________________

                                                                                                   CITY                                    ZIP CODE

SCHOOL ATTENDING _____________________________ GRADE LEVEL_____________________

MEDICAL # ______________________________________ SOCIAL SECURITY # __________________________________

CHECK AS APPLY 

( CAN CALL            PHONE ______________________ CELL PHONE ______________________

( USE “TINA” CODE: reason code needed: __________________________________________________________________

( MESSAGE PHONE ____________________________ NAME/RELATION _________________________________

( PARENTING: number of children _______________ ages ________________

( PREGNANT: EXPECTED DELIVERY DATE ______/_____/_____            

EXTERNAL AGENCY REFERRAL     

                     INTERNAL CLINIC RERERRAL          initials

NAME _______________________________________________                     
   ( Family Planning                                _______

TITLE ________________________________________________                   
   ( Health Educator

            _______

AGENCY _____________________________________________                     
   ( Social Worker                                   _______

ADDRESS ____________________________________________                   
   ( Provider                                            _______

PHONE ______________________________________________                    
   ( Other                                                 _______

BRIEF ASSESSMENT & NEEDS

_____________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

YOU CAN MAIL, FAX, CALL IN OR SEND BY ALAMEDA COUNTY MESSENGER SERVICE – QIC CODE 60301

Contact Person:  Sarah Kipnes, LCSW, Family Support Services Program Manager, (510) 471-5880 Ext. 3719
Teen or young adult must be pregnant and/or parenting, residing in Hayward, San Leandro, San Lorenzo, Union City, Newark or Fremont and meet the criteria for one of the following case management programs:
· Adolescent Family Life up to 18 years of age
· Alameda County First 5-pregnant or parenting under age 25 with a child(ren) age 0-5 years
· YPO Program – on TANF under 20 years, without a high school diploma or GED 

