
PROGRAM REFERRAL 
 

 Supported Child Development  Aboriginal Supported Child Development 
 Individual Options Program  Supported Child & Youth  Youth in Transition 

 Family Preservation  Out of Home Care  Private Behaviour Consultation 
 

Date of Referral:   

Child/Youth/Adult name:       

Date of Birth:   Age:  Gender:   

Parent(s) (Mother & Father) 

(or) Legal Guardian:   

Primary Contact (if different from parents/guardian):   
Relationship to Child/Youth:    
Resides at:     

Parents/Guardians: Mailing Address:    
Street Address:   

Town: ￼ Postal Code:   

Home Phone:   Cell phone:    
Email address:     

 
Residential address (If different from above)   
 I agree to receive emails about TRCL programs 

 
Brief description of needs: (reasons for referral, diagnosis, other relevant information) 

 
List other professionals who are involved. Attach assessments and reports: 

 

 
Parent/Legal Guardian Signature:   Date:  

 
Print Name:   

 
** (must be signed by parent/ legal guardian) 

Referral initiated by (name):    
Program/ Agency/ Ministry:    
Phone:   

 
 
 
 
 

 
(02/2026) 
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