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SERVICE OF ITHACA



Referral to KINECT
Please provide the following information families referred to F&CS- KINECT program.  The identified client in this program is the kinship caregiver, and children residing in their home.  
Name of kinship caregiver(s): (foster parent or guardian):  






Address:












Phone:













Children Living in the Home:
	Name
	DOB
	Relationship to caregiver

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Are the parents involved in the children’s care? ____yes  ____no
What is the kinship arrangement of the caregiver and children:

__adoption


__guardianship

__foster care

__Article 10 placement
__informal custody

__other:___________

How long have the children been in the caregiver’s custody?____________

Other services the Family is receiving: (i.e. counseling, YAP, TAP, MST, DAP, ICM, WAIVER, etc.)

Reason for Referral: (Please be specific)

What is it you would like addressed?  Behavior problems that are of concern:

Please enclose the following if available:

a.) Psychosocial or family history

b.) Release of information forms (ie school, previous therapist, physician, parent)

Name of Referrer:____________________
Telephone:___________________________

The referral can be returned to 

KINECT

Family and Children’s Service of Ithaca

127 W State St

Ithaca, NY 14850

Or faxed to:607-273-1295
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