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Halton Fasd Conference Referral Form – 2018/2019
Conference requested by:  _____________________________________________       Date:  ______/______/______      




             



                  YR          MO          DY

Please indicate with a check mark ( which date(s) you were hoping to have your case conference. Please note case conferences are approximatively 90 minutes in length. Start times can be flexible. 
September 24th ______

October 29th _______

November 26th ______     
January 28th ______

February 25th______

March 25th _______

April 29th  _______


May 27th _______



Your relationship to the client:  _________________________________________________________________________________
Your Agency or Organization:  __________________________________________________________________________________
Your contact information:  Phone: ___________________________
      Email: ______________________________________
Client Information:  
Name: ________________________________________

 Gender:  __________
DOB:  ______/______/______      

             



             



            YR           MO           DY


Address of primary residence:  _____________________________________________________________________________


Child’s Legal Guardian:  __________________________________________
Child lives with: __________________________

Family Doctor / Pediatrician:  _______________________________________________________________________________
Caregiver information:

Parent/Caregiver 1:




Parent/Caregiver 2:
   


Name:  _______________________________________________

Name:  _______________________________________________________
Relation to child:   FORMCHECKBOX 
 Mother   FORMCHECKBOX 
 Father   FORMCHECKBOX 
______________
Relation to child:   FORMCHECKBOX 
 Mother   FORMCHECKBOX 
 Father   FORMCHECKBOX 
______________

List any other services currently involved with this child or family:

____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________
Diagnosis and Assessments:

FASD is    FORMCHECKBOX 
  Suspected
 FORMCHECKBOX 
  Diagnosed  

If diagnosed, Date:  ______/______/______      By Whom: ______________________________________________

                                                YR            MO        DY


Other Diagnoses:  ____________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________
Recent assessments (mental health, educational, or social functioning).  Please List (Date and By Whom):

_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
School Information:
Name of School:  ______________________________________________________________________

Is there an IEP?     FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No  

Issues or Questions from the school:

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________
1. What is the focus or purpose of this conference?

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
2. Please provide questions you want answered from this conference?
_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
3. Please list who will be attending the conference (i.e family, child care providers, educators, doctors etc). 

Please list name, role and organization.
_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
Referral forms, consents and copies of previous assessments can be faxed or dropped off at Halton Region, 690 Dorval Drive, 5th Floor, Oakville ON, Attention: Alberta Parlee. Fax # 905-825-8821. An email confirmation will be sent upon receipt.

