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850 Leonard Street						Phone: 814-205-4004  
Clearfield, PA  16830						Fax:  814-205-4013		                  		                  
ADULT / ADOLESCENT OFFENDER
REFERRAL FORM
__________________________________________________________________

Name:  ____________________________			Date of Birth:  _________________

Address:  __________________________			Phone Number:  ________________
	    __________________________			SSN:__________________________
	    __________________________			Gender:  ________________

If juvenile, list parent/caregiver’s names and addresses:  ________________________________
______________________________________________________________________________
______________________________________________________________________________

Charges or allegations:  __________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

List police or agencies involved with individual:  _____________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Victim(s) description (name, age, gender, relationship to offender):  _______________________
____________________________________________________________________________________________________________________________________________________________

Does the offender admit any part of the allegations?:  ____ Yes         ____ No
Explain:  ______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Does the offender have Medical Assistance?:  ____ Yes        ____ No
MA Number:  ________________________	        County where issued: ____________________
Social Security Number:  ______________________
Does the offender have any other insurance coverage:  ____ Yes        ____ No
If so, list the name of insurance and numbers:  ________________________________________
______________________________________________________________________________


Who is responsible for the payment of services (client, agency, etc.)  ______________________
______________________________________________________________________________								

Is the agency paying for the following services (these services are NOT covered by MA)?:

		____ Yes		____ No		Clinical Polygraph

		____ Yes		____ No		Affinity/Abel

Is the offender court ordered to treatment services?:	____ Yes        ____ No
If yes, please attach a copy of the court order. 

Does your agency need the evaluation completed by a certain date (Ex.-upcoming court hearing)?:  ____ Yes        ____ No	If yes, due date of completed evaluation:  ______________

If the offender on probation/parole?:  ____ Yes        ____ No    List maximum date:  __________

Referral Source Information:

Name:  	_______________________________
Email: 		_______________________________
Agency:  	_______________________________
Address:  	_______________________________
		_______________________________
Phone:		_______________________________
Fax:		_______________________________

****WE MUST HAVE THE PRE-SENTENCE INVESTIGATION, POLICE INCIDENT REPORT, CONDITION OF PROBATION/PAROLE, CHILDREN AND YOUTH RECORDS OF ALLEGATIONS, AND IF POSSIBLE, THE VICTIM’S STATEMENT.  IT IS CRUCIAL THAT WE RECEIVE AS MUCH COLLATERAL INFORMATION AS POSSIBLE****
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