
PICKAWAY COUNTY  
TEAM (Together Everyone Achieves More) for YOUTH 

REFERRAL FORM 
(Parents/guardians and all parties invited to the TEAM meeting 

 will receive a copy of this completed referral form)   
 

 
IDENTIFYING DATA 
 
DATE ______________________ 
 
CHILD’S NAME ______________________________________________________ 
   
DOB _______________________________________ 
   
PARENTS’ NAME _____________________________________________________ 
 
ADDRESS ____________________________________________________________    
 
                   ____________________________________________________________     
 
TELEPHONE ____________________________ 
 
BEST WAY TO GET IN TOUCH WITH PARENT/GUARDIAN_(ie phone, mail, cell phone, relative)  
 
_________________________________________________________________________________________ 
 
REASON FOR REFERRAL/CONCERNS      
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________   
 
__________________________________________________________________________________________   
 
__________________________________________________________________________________________  
   
 
SCHOOL PLACEMENT/GRADE__________________________________________    
HAS IEP  (yes or no)  ___________________________ 
 
MEDICATION and PHYSICIAN/PSYCHIATRIST PRESCRIBING 
__________________________________________________________________________________________   
 
PSYCHOLOGICAL EVAL./MFE AVAILABLE (yes or no)  ___________ 
 
COURT INVOLVEMENT/ADJUDICATION:  ___________________________________________________  
 
__________________________________________________________________________________________   
 
 



 
 
Referral pg. 2 
 
CHILD’S PRESENTING ISSUES: _________________________________________________________ 
 
 _________________________________________________________________________________________    
 
__________________________________________________________________________________________   
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________   
 
REFERRAL SOURCE ______________________________________________________________________ 
 
AGENCY  ________________________________________________________________________________ 
 
TELEPHONE _____________________________________________________________________________ 
 
Please invite the following to the TEAM meeting (include all parties involved, relationship and address if 
possible) 
 
             Name                            Phone                                     Address                              Relationship/Agency 
1. ___________________________________________________________________       Parent/Guardian 
2.____________________ (740) 474-3105 ext.           P.O.Box 439  110 Island Rd  Circ.     Jobs & Family Services 
3.____________________ (740) 474-8874                 145 Morris Rd.   Circ.                Scioto Paint Valley Mental Health 
4.____________________ (740) 474-7529                 1080 US Rt. 22 West     Circ.            Education Service Center 
5.____________________________________________________________________  _________School District  
6. ____________________(740) 477-3353                 1005 S. Pickaway St.      Circ            MRDD     
7. ____________________(740) 474-3117                 207 S Court St. Rm #6    Circ            Pic. Co. Juvenile Ct.     
8. ____________________(740) 474-2176                 600 Island Rd.                 Circ.           Pic. Co. Sheriff 
9. ____________________(740) 474-8888                 151 E.Franklin St.           Circ.           Circ. Police            
10.___________________ (740) 420-3211                 1080 US. Rt 22 West       Circ.          Alternative School  
11.___________________ (740) 477-1745                  319 Logan St.                  Circ.          PARS      
12.___________________ (740) 474-3117                  207 S. Court St.               Circ.            CASA 
13.___________________ (740) 477-9667                  465 E. Ohio Street           Circ           Health Dept.   
14.___________________ (740) 474-7411                  145 E. Corwin St.            Circ.          Head Start 
15.___________________ (740) 474-1124                  1005 South Pickaway      Circ.          Help Me Grow 
16.___________________ (740) 477-1655                  469 East Ohio St.             Circ.          PICCA 
17.___________________ (740)  477-2514                 176 Rustic Drive              Circ.          Met. Housing  
18._______________________________________________________________________Parent advocate 
19.____________________________________________________________________________________  
20.____________________________________________________________________________________ 
21.____________________________________________________________________________________ 
Please send information to Wilma Beerman, FCFC TEAM Coordinator, 110 Island Road, Box  610, Circleville, 
OH  43113. Telephone: (740) 474 3105  ext.701     FAX: (740) 474-9333   
Revised 9/05 
 
 
 


