[bookmark: _GoBack]Volunteers of America, Alaska 
Referral Form: fax to 276-5489

Assessment date: __________________                                  Time:____________________

Assessment Type:      Phone _____       MYC _____      VOA Office ______    Other _______

Name of Caller: ____________________________   Relationship to Referral:_____________

Phone:________________________________    Fax: _____________________________

Name of person or agency that referred to VOA:_______________________________________________

Do you have contact information for that agency/person:_________________________________________

Name of Youth:_______________________________ Age:__________  DOB:__________

Legal Guardian: Parent:__________  PO:_______   OCS:______   Other:_______________________

E-mail address for paperwork to be sent: ___________________________________________________

Who is Paying for the assessment:_________________________________________________________

Releases needed for:
Parent/Legal Guardian/Foster Placement:

1.______________________________________________________

2. ______________________________________________________


Releases for other agencies (ASD, Attorney, GAL, North Star, probation, etc.):

1.____________________________________________________

2.____________________________________________________

3.____________________________________________________

4.____________________________________________________

5.____________________________________________________

Insurance Type: Please fax a copy of both sides of the insurance card.

1.____________________________________________________


Reason for the assessment (mental health and/ or substance use issues):





