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				  Counselling Services of Belleville & District
						12 Moira Street East, Belleville, Ontario K8P 2R9
						Phone (613) 966-7413        Fax (613) 966-2357
						Email: csbd@csbd.on.ca  Website: www.csbd.on.ca


REFERRAL FORM
ADULT PROTECTIVE SERVICES

								Date:  _____________________
Adult Protective Services is a voluntary community support program for adults who have a developmental disability, and have been deemed eligible for adult developmental services by Developmental Services Ontario (DSO).  If this referral is being made on behalf of another individual, please discuss the referral with the individual and obtain their consent to proceed.

Name: ___________________________         ______	D.O.B.:   _____ /_____ /_______
									      dd       /    mo     /     yr 
Address: _______________________________________ Postal Code: _____________

Phone: (Home) ___________ (Cell) _______________ (Email) ____________________

Referral Source: ________________________	Program: ________________ __

Address: ______________________________	Phone: ____________________

Verification of developmental disability: (Assessment, all diagnosis & sources, previous involvement with developmental services, DSO eligibility confirmation).  Please forward relevant assessment information with the referral.
_____________________________________________________________________ __
______________________________________________________________________

Reason for Referral:  (Please check only those that apply and provide details.)
[bookmark: Check1]|_| Accessing Services:  __________________________________________________

[bookmark: Check2]|_| Housing:  ___________________________________________________________

[bookmark: Check3]|_| Long Term Planning:   _________________________________________________

[bookmark: Check4]|_| Service Co-ordination:    ______________________________________________ _

[bookmark: Check5]|_| Funding Application:  __________________________________________________

[bookmark: Check6]|_| Legal Issues:  ____________________________________________________ ___

[bookmark: Check7]|_| Other:  ____________________________                                                     _______
Educational and Vocational History: __________________________________________

_______________________________________________________________________

Present Living Arrangement: ________________________________________________

_______________________________________________________________________

Significant Others: ________________________________________________________

_______________________________________________________________________

Case Manager’s Name: ____________________________ Phone: _________________

Funding Received:  ODSP $_____________ 		       Passport: $ ______________

Other $  ________________________________________________________________

Family Physician:    ______________________________________________________  

Additional Information: ___________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Additional Agencies Involved (Presently or in past two years):

_______________________________________________________________________

_______________________________________________________________________

Please complete Consent to Share Information forms for all agencies listed above and include with this referral.

Signature of Person Referred: _______________________________________________

Signature of Referral Source: ________________________________________________

Received by: __________________________________     Date: ___________________

Satellite office locations:
	Madoc
	Bancroft
	Picton
	Napanee

	151 St. Lawrence St.
	200 Hastings St. N.
	1B - 206 Main St.	
	310 Bridge St. W.

	MADOC  K0K 2K0
	Box 393	
	PICTON  KOK 2T0	
	NAPANEE, K7R 3Z8

	Tel:  613-966-7413
	[bookmark: _GoBack]BANCROFT  KOL 1C0
	Tel: 613-966-7413
	Tel: 613-966-7413
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