
PARENT AIDE REFRRAL FORM (Rev. 8/05) 
 

DCF STARTING RISK LEVEL: HIGH  MEDIUM  LOW 
 
Case Name:  
DCF Case Number (LINK)  
Referral Date:  
Referring Worker:  
Agency Phone:  
E-Mail:  
 
Reason for Referral: 
 
 Physical Abuse  Domestic Violence  Cognitive Limitation (Parent) 
 Neglect  Child(ren) in Placement  Children With Special Needs 
 Sexual Abuse  Teenage Parent 
 Failure To thrive  Family In Crisis 
 Substance Abuse (Parent)  Mental Health (Parent) 

 Other: 

 
 
DCF Legal Status: ___OTC   ___Committed  

___Dual Commitment  ___Committed Delinquent 
___Committed FWSN ___Delinquent Parole Services 
___Voluntary Services ___No Legal Standing 

 
Brief Family History: 
 
 
 
 
 
 
Level of risk of child abuse:   High  Medium Low 
Does the parent/guardian work?        Yes      No 
Services involved with family:  Yes No 
 
 
 
 
Safety issues that Parent Aide should be aware of i.e. animals, violent residents, 
contagious diseases: 
 
 
 
 

 
 



CASE NAME:_________________ 
 

Primary Caretakers Name: D.O.B. 
Relationship To Child: 
Ethnicity: 

Primary Language: 

Address: City: Zip: 
Daytime Phone: Evening Phone 
 
Secondary Caretakers Name: D.O.B. 
Relationship To Child: 
Ethnicity: 

Primary Language: 

Address: City: Zip: 
Daytime Phone: Evening Phone 
 
Child(ren): 
Child D.O.B. Gender Ethnic Background Primary Language 
     
     
     
     
     
     
 
Other Adults Living In The Home: 
Name: D.O.B. Name: D.O.B. 
    
    
    
Is there a history of violence in the family?    Yes   No   Explain: 
 
 
Is there a history of substance abuse in the family?    Yes   No   Explain: 
 
 
Is the family acquainted and willing to work with a Parent Aide?    Yes   No   Unsure 
 
List the goals for this family: 
 
 
 
 
Social Worker wants to refer the Family to (Check One): 
 City of Hartford  Klingberg 
 CREC  Saint Francis Hospital 
 Hispanic Health Council  Doesn’t Matter/ First Available Opening 


