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Full Circle Youth Empowerment Referral
YOUTH DEMOGRAPHICS_​​​​​​​​​​​​__________________________________________________________​​​​​​
Name of Youth: 

First ________________________Middle____________ Last_____________________________



Gender:    FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female     DOB: ____________ 

Youth’s identified gender:
 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female



Race/Ethnicity: 

 FORMCHECKBOX 
 Latino/Hispanic


 FORMCHECKBOX 
 Black or African American
  

 FORMCHECKBOX 
 White
   

 FORMCHECKBOX 
 Asian


 FORMCHECKBOX 
 Native Hawaiian or other Pacific Islander 

 FORMCHECKBOX 
 American Indian or Alaska Native FORMCHECKBOX 
 Other (please specify):_________
Please indicate the days and hours the youth is able to attend. 
	
	3:00pm-6:00p
	
	10:00am- 1:00pm

	Mon.
	
	
	

	Tues.
	
	
	

	Wed.
	
	
	

	Thurs.

Friday
	
	
	

	
	
	
	


	
	
	
	

	Saturday
	
	
	

	Sunday​
	
	
	 


SERVICE PROVIDERS INFORMATION_____________________________________________ 



DCF 

Social Worker Name: ________________________ SW E-mail:_________________________


SW Office Phone: _______________________ SW Cell: _______________________________

SW Area Office: ________________________________ (Bridgeport, Norwalk, Milford, etc.)

What is youth’s primary language? ______________Secondary language___________________

Citizenship Status:   FORMCHECKBOX 
 US Citizen      FORMCHECKBOX 
Legal Alien    FORMCHECKBOX 
 Undocumented Alien  

How long has the youth lived in the United States? ______________  
LIVING SITUATION_____________________________________________________________ 

Living arrangements at time of referral:

 FORMCHECKBOX 
 FCT Foster Home

 FORMCHECKBOX 
 TFC Foster Home (privately licensed)))

 FORMCHECKBOX 
 DCF Foster Home

 FORMCHECKBOX 
 Private Residence 


Other____________________________

Is the youth’s current living situation stable, permanent housing?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Youth Home Street Address: _________________________________________________ 

Apt. ______ Floor______ Building ______





City: _________________________________________ State: _____ Zip: _____________ 

Youth’s Home Phone: ________________ Youth’s Cell Phone: _____________________

Youth’s e-mail address: _____________________________________________________

Name of Caregiver _______________________Relationship to youth __________________

Caregiver’s cell phone: _____________________Caregiver’s primary language: ______________
PARENTING STATUS_________________________________________________________

Is the youth currently pregnant/expecting a child?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

EDUCATION________________________________________________________________
Is youth currently enrolled in school?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes:  FORMCHECKBOX 
 full Time  FORMCHECKBOX 
 part time

Name of school: ______________________________ City: ____________________________                            

PowerSchool ID: ______________________________password:_________________________

Attends:   FORMCHECKBOX 
  day     FORMCHECKBOX 
 evening            Current grades:     FORMCHECKBOX 
  passing         FORMCHECKBOX 
 failing


Type of School:


 FORMCHECKBOX 
High School  

 FORMCHECKBOX 
 GED Prep classes

 FORMCHECKBOX 
Vocational/Tech

 FORMCHECKBOX 
College/University Associate’s

Current grade level: _______

High school graduation date: ________________

Has the youth been suspended or expelled during the current or previous school year? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Are there issues that have a significant impact on the youth’s functioning at school? 

Select all that apply.

 FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes; academic issues

 FORMCHECKBOX 
Yes: social issues

 FORMCHECKBOX 
Yes: behavioral issues

 FORMCHECKBOX 
Yes: emotional issues

 FORMCHECKBOX 
Yes: Attendance

 FORMCHECKBOX 
Yes: other, please explain

Is the youth eligible for Special Education Services?            FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  

Does the youth have a LIST Assessment from another provider?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   

If yes, name of provider? _____________________

Does the youth present with a service need that significantly impacts their functioning?
   FORMCHECKBOX 
 Cognitive limitations

      FORMCHECKBOX 
 Other developmental disability

      FORMCHECKBOX 
 Learning disability

      FORMCHECKBOX 
 Behavioral Health Difficulty

 FORMCHECKBOX 
 Medical problems

 FORMCHECKBOX 
 Deaf or Hearing impaired

 FORMCHECKBOX 
 Blind or visually impaired

 FORMCHECKBOX 
 None of the above

Does the youth have a Mental Health provider?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Current diagnosis: 


                               DSM 5 Code(s) and description:
_____________________________








_____________________________








_____________________________

Use of any psychotropic medications:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No                                                                  

If yes, please list: _________________________________________________________

Does the youth have any allergies?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 

If yes, what is he/she allergic to and what is the reaction? __________________________________________________________________________

ENROLLMENT CERTIFICATION_____________________________________________________

PARTICIPANTS UNDER AGE 18 MUST HAVE THE CONSENT OF A PARENT/GUARDIAN:

My signature below certifies that all information provided on this enrollment form is accurate and complete to the best of my knowledge. My signature below certifies that I am a parent/guardian for the minor on this enrollment form and that I consent to the minor’s participation. 

Parent/Legal Guardian

Printed name: ________________________ Relationship to participant: __________________

Signature: _________________________________________ Date: __________________

Referral Source (if not legal guardian)

Printed name:________________________________ Relationship to participant:__________

Signature:_____________________________________ Date:___________________

Participant

Participant’s Signature: ______________________________ Date: __________________
Please email completed form to info@fcyecenter.org.
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