
  

JD2 Infant Team  
CYFD-PS Referral to Services 

Referring Source 
Person making referral: _______________________________ Date of Referral:_______  
Position/Role: _____________________________Phone(s): __________________________________ 
Email:_____________________________________ Fax: __________________  
Address: __________________________________________________________________________________  
Notes/Requests: ___________________________________________________________________________ 
_________________________________________________________________________________________ 
Supervisor_________________________ Phone: _______________ Email: ___________________ 
 
Client Information (Child) 
Name:                                                   _ _______________DOB:_ ___________ SS#______________________ 
**Child FACTS Person ID Number:________________________________ 
**Case FACTS ID Number ___________________________________ 
Number of Substantiated referrals to CYFD/In Home services prior to coming into custody: ____________ 
Number of Unsubstantiated referrals to CYFD/In Home services prior to coming into custody: ____________  
                                        
Primary Language:___ _________________________   Medical Needs: _______________________________ 
 



  

Date of Adjudication: _______________ Judge: ____________________ Note: _________________________ 


