
 

 

Inclusion Support Services 
Referral Form 

 
Name of Child: ___________________________ Date of Birth: __________(yyyy/mm/dd) 
 
Mailing Address: _______________________ Town____________ Postal Code ___________ 
 
Location (if different from mailing address) 
________________________________________________Civic Number ______________ 
  
 
Parents/Guardian: ______________________                        ____________________________ 

                              Parent/Caregiver                                                                    Parent/Caregiver 
Telephone:          h)______________________              h)________________________                 
      w) ______________________        w) _______________________ 
     cell#) ____________________             cell#) _____________________ 

   e-mail ____________________  e-mail _____________________ 
 
Preferred method of contact:        home phone       cell phone            e-mail             text-messaging 
 
REFERRED BY:          Parent/Caregiver   Other Agency 
 
Name:                ______________________________ Telephone: ______________________ 
 
Agency:              _____________________________________________________________ 
 
Address:            _____________________________________________________________ 
 
REASON FOR REFERRAL: (please provide details/examples on the line provided) 

 Cognitive ____________________________________________________________ 
 Language ____________________________________________________________ 
 Gross Motor __________________________________________________________ 
 Fine Motor ___________________________________________________________ 
 Social/Emotional ______________________________________________________ 
 Self-Help ____________________________________________________________ 
 Other _______________________________________________________________ 

 
Is there a diagnosis? (If yes, please give a brief explanation)           YES           or    NO 
_________________________________________________________________________ 
 
Is child attending a licensed child care program?         YES           or    NO 
If YES, where and how often? ___________________________________________________ 
 
Is child attending an EarlyON Child and Family Centre?        YES          or     NO 
If YES, where and how often? ___________________________________________________ 
 
 
Is referring agency continuing involvement with the family?           YES          or    NO 
 
 
Parent/Caregiver(s) Signature: ____________________________ Date: _________________ 
(Signature implies consent to this referral)  
 

         
Or Mail to 

Please fax to (705) 386-0150      Inclusion Support Services  
        PO Box 239     
Email to iss@psdssab.org     South River, ON P0A 1X0                                                    

revised February  2020 


	Text1: 
	Date3_af_date: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Check Box36: Off
	Check Box37: Off
	Text38: 
	Check Box39: Off
	Text40: 
	Check Box41: Off
	Text42: 
	Check Box43: Off
	Check Box44: Off
	Text45: 
	Check Box46: Off
	Check Box47: Off
	Text48: 
	Check Box49: Off
	Check Box50: Off
	Text51: 
	Check Box52: Off
	Check Box53: Off
	Date54_af_date: 


