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Department of Social Services



Teen Services Referral for

Pregnant and Parenting Teens

	There are many free services available to pregnant and parenting teens.  Your referrals will allow

	teens to access these services.  Filling out the information below will allow us to contact the teen

	that has been referred.  Thank you for your referral.

	

	
	Date:
	     

	Teen’s Name:
	     
	
	Primary Language:
	     

	D.O.B.:
	     
	Age:
	     
	
	SSN:
	xxx-xx-    

	Address:
	     
	
	City/Zip:
	     

	Phone No.:
	     
	
	Message Phone No.:
	     

	                                                                              
	
	Email Address: 
	     

	
	
	

	 FORMCHECKBOX 
  Pregnant Teen
	
	 FORMCHECKBOX 
  Parenting Teen

	
	
	

	Trimester:   FORMCHECKBOX 
  1st   FORMCHECKBOX 
  2nd   FORMCHECKBOX 
  3rd  
	
	Child’s Name:
	     

	Receiving Prenatal Care:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
	
	D.O.B.:
	     

	If yes, from where?
	     
	
	Child’s Name:
	     

	Due date:
	     
	
	D.O.B.:
	     

	
	
	

	DOES TEEN AUTHORIZE MAIL TO BE SENT TO HOME ADDRESS?   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	

	

	Referral Provided By

	

	

	Contact Person:
	     
	
	Phone No.:
	     

	Referring Agency:
	     
	
	

	Address:
	     
	
	City/Zip:
	     

	
	
	

	Reason for referral:
	
	

	

	 FORMCHECKBOX 
  Not in school   FORMCHECKBOX 
  Currently on probation   FORMCHECKBOX 
  CPS history   FORMCHECKBOX 
  Homeless  

 FORMCHECKBOX 
  Medical problems   FORMCHECKBOX 
  Domestic violence   FORMCHECKBOX 
  Substance abuse   FORMCHECKBOX 
  No support system

	 FORMCHECKBOX 
  Other at-risk issues (please explain):  
	     

	

	

	Reply requested   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	

	

	Please return to:
	Department of Social Services
	Fax: 559-600-7743

	
	AFLP/CalLEARN Programs
	Email:dsscallearnorient@co.fresno.ca.us

	
	P.O. Box 1912, D9MM
	

	
	Fresno, CA 93750
	


For Office Use Only

	Case No.:
	     
	

	

	CPS history:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	

	Comments:
	     

	     

	     

	     

	

	Receives:   FORMCHECKBOX 
  CalWORKs   FORMCHECKBOX 
  MNO   FORMCHECKBOX 
  F/S  Case No.:
	     

	

	CPS mandated referral made:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	

	AFLP Screening Outcome

	

	 FORMCHECKBOX 
  Refused services.  Reason:  
	     

	      Returned to Office Assistant.  No further action needed.

	

	 FORMCHECKBOX 
  Information and referral only.  Reason:  
	     

	

	      Referral made to:  
	     

	      Returned to Office Assistant.  No further action needed.

	

	 FORMCHECKBOX 
  Appropriate for AFLP services

	

	      Date enrolled:
	     
	

	      Case Manager assigned:
	     
	

	      Assessment due:
	     
	

	

	 FORMCHECKBOX 
  CalLearn referral

	

	      Date person detail changed to L&O: 
	     
	

	      Date ES0113 completed:
	     
	

	      Case assigned to:
	     
	

	

	Other Parent Information

	

	Other parent’s name:
	     
	
	D.O.B.:
	     

	Age:
	     
	
	SSN:
	     

	Address:
	     
	
	City/Zip:
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FileNET: N/A


