
               
 
 
 

THE DEPARTMENT OF COUNSELLING SERVICES 
The Counselling Centre 949-8789 | Family Resource Centre 949-0006  

Caribbean Haven Residential Centre 947-9992 |Sister Islands Counselling Centre 948-2354 

REFERRAL FORM 
 

Referent Name: ______________________________________________________  Date of Referral: _________________________________ 

Position Title: ________________________________________________________ Contact Phone: __________________________________ 

Contact Email: _______________________________________________________ 

 

Referral Agency/Organization: Probation/Court School Bonaventure DCFS        

 Hospital Prison Francis Bodden AA/NA 

DRC Other - If other (please specify): __________________________________________ 

 

Receiving Agency: The Counseling Ctr Family Resource Ctr Caribbean Haven Residential Ctr Sister Islands Counselling Ctr 

 

Client Personal Information 
 

Full Name: (FIRST)  ______________________________  (MIDDLE) ___________________________  (LAST)  _________________________________ 

AKA’s: _________________________________________________________________________________________________________________ 

Gender: Male Female DOB: __________________________________________________________    Age: __________________ 

Street Address: __________________________________________________________________________________________________________ 

District: East End West Bay North Side George Town Bodden Town 

School Attending: ______________________________________________ Workplace: _____________________________________________ 

Home Phone: __________________________ Cell Phone: ___________________________ Work Phone: ___________________________ 

Is it okay to call these numbers?  Yes                     No Please have the 

Is it okay to identify the agency if we call? Yes                     No client determine 

Place of Birth: ______________________________________________  Nationality: _____________________________________________ 

Immigration: Caymanian Work Permit Permanent Residency 

 Caymanian Status Dependent of Work Permit Visitor 

 Government Contract Dependent of Government Contract  Other: ______________________                               

      

Currently Living with: Parents Siblings Spouse Children Other __________________________________ 

Marital Status: Single Married Common Law Separated Divorced 

Children’s Names: __________________________ /______________________________ Partner’s Name: _______________________________ 

Children’s Names: __________________________ /______________________________  Social Worker/Probation Name:___________________             



               
 
 
 

THE DEPARTMENT OF COUNSELLING SERVICES 
The Counselling Centre 949-8789 | Family Resource Centre 949-0006  

Caribbean Haven Residential Centre 947-9992 |Sister Islands Counselling Centre 948-2354 

 
 

Additional Referral Information 
 
Please provide the reason for referral to the Department of Counselling Services (specify any issues that need to be addressed or may be relevant 
when considering appropriate services for client) 

 
  
 
 
What other services or interventions have been offered to the client in the past? 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
Please specify details of client’s involvement with your agency or other agencies and explain why. 
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