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Please download and print this form.  Complete it and bring, mail, or fax it to Family Service Association using the 
contact information listed at the bottom of the form.  
 
        
 
Date of Referral:           Child Car Safety Seat Needed?    Yes   No    (Circle) 
 
Child/Youth Name:           The child/youth is:   Male    Female (Please circle one.) 
 
Date of Birth:           Social Security #:       
 
Full Address:              
          Street         City/Town                   State   Zip Code 
 
MMIS # / MassHealth #:       
 
Parent / Caregiver’s Name:        Relationship to child/youth:     
 
Home Phone:           Cell Phone:       
  
Primary language of child / family:            
 
Primary Care Physician:             
 
Is family / guardian aware and in agreement with referral?   Yes         No  
 
Has family been informed about what the service offers?              Yes                   No  
 
Reason for Referral:              
              
              
               
 
Please indicate if you would prefer a specific gender of the person providing mentoring services to the child / youth: 
Male       Female      No preference     
 
 
Primary Diagnosis:        DSM V/ICD10 Code:       
Secondary Diagnosis:       DSM V/ICD10 Code:      
 
Goal (s) of service to be provided:           
              
              
              
               
               
 
*Therapeutic Mentoring interventions are designed to address one or more goals on a youth’s existing outpatient or 
In-home therapy treatment plan, or on an existing CSA Individual Care Plan. 
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Is the youth DCF- or DYS-involved? Yes                  No  (circle one)  
  
If yes, please list the name and contact information for the DCF/DYS caseworker(s) and briefly describe the reason 
for involvement:  
              
              
               
 
Is the youth currently being treated for an active medical diagnosis?  Yes                  No      (circle one) 
 
If yes, please explain: 
              
              
               
 
Please include with this referral: 
  Copy of release of information from referral source 
  Copy of Care Plan or Treatment Plan recommending Therapeutic Mentoring 
  Copy of CANS  
  Copy of Risk Safety Plan (if completed) 
  Copy of Comprehensive Assessment 
  Copy of FSA Safety Assessment Scale (if this form is being completed by an FSA staff person) 
 
Referred by: (check one) 
 
  Intensive Care Coordinator          In-Home Therapist      Outpatient Therapist 
 
Agency:      Name of person referring:       
 
Phone:                
 
Email Address:         
 
If referred by ICC, has the therapeutic mentoring services been approved through the provider connect system?   
 
 Yes   No   Number of Units Approved 
 
 
 
 
Please send to:       Family Service Association 

Therapeutic Mentoring Program 
21 Father DeValles Boulevard, Suite 104, Unit 13 

Fall River, MA  02723 
PHONE: 508-974-4560     FAX: (508) 679-0949     Email: TMReferral@frfsa.org 

 

CONFIDENTIALITY NOTICE 
This e-mail message from Family Service Association is intended only for the individual or entity to which it is addressed. This e-mail may contain information that is privileged, 
confidential and exempt from disclosure under applicable law. If you are not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this 
communication is strictly prohibited. If you received this e-mail by accident, please notify the sender immediately and destroy this e-mail and all copies of it. We take steps to protect 
against viruses but advise you to carry out your own checks and precautions as we accept no liability for any which remain. We may monitor emails sent to and from our server(s) to 
ensure regulatory compliance to protect our clients and business. 


