
 
 
 

 
REFERRAL FORM 

 
To Make a Referral: Eastern Region-Madison   Western Region-Eau Claire 
    Phone:  608.663.1262    Phone:  715.839.0068 
    Fax:        608.663.1271    FAX:      715.839.0886 

 
Type of Placement Needed:  _____Emergency _____Respite  _____Treatment Foster Care 

     
Social Worker:    Email Address:  

_________________________Phone:_________________  

Child’s Name:      DOB:      

  

County:      Race:         

Court Involvement/Custody:           

Current Residence:             

How soon is placement needed:  

___________________________________________________________________ 

Primary reason for out of home placement:         

              

Previous Placements:           

Parent’s Names:             

Address/Phone:             

Biological/Adopted Parents Race:         

  

Family Circumstances:           

              

              

 

 



 
 

 

Other requests/restrictions:  

________________________________________________________________________ 

Geographic Preferences:  

____________________________________________________________________________ 

Behavior/Current Issues 

Strengths:             

              

Behaviors the foster parents will need to work with:        

             

              

History of physical or sexual aggression:        

         

 ________________________________ 

Medical 

Medical needs           

              

Medication(s):           

              

Tobacco Use:            

  

Chemical abuse or treatment:          

              

Education 

Last school attended:          Grade:    

Special Education:              

Ability/Achievement:            

 



 
 

 

 

Behavior Problems:            

  

School Activities:             

Other:             

  

Permanency Planning 

Long range plans:             

Anticipated length of placement:           

Child’s attitude about placement:         

  

Family involvement/family connections:        

  

Co-Professionals:             

Current Therapist:             

Other treatment requirements/needs: _______        


