
       

                                                      www.theCFEC.org  

 

Serving Forsyth County and the Surrounding Region 
Ph: 336.703.4289  Fax: 336.924.0388  www.theCFEC.org/FamilySupportNetwork 

 

Referral/Family Information Form 
Date: _____________________ 

Referral Source:  _____________________     Phone:  _____________  Email: _________________________ 

Family Information 

Parent’s/Caregiver’s name(s):  _______________________________________________________________ 

Street address:  ___________________________________________________________________________ 

City:  _________________________      County: _______________         State: ______       Zip:____________ 

Best contact phone number(s) ________________________________________________________________ 

email ________________________________________________      add to newslist  _____ 

Race/Ethnicity:   _____ White      _____ Black/African American      _____Hispanic/Latino      _____Other  

Do you or a member of your family qualify for any of these benefits (please check all that apply) 

_____ SNAP/EBT (food stamps)      _____ Section 8 Housing  _____ SSI 

_____ Free/reduced school lunches      _____Child care vouchers      _____ Medicaid 

 
Child with special needs or considered at risk 

Name __________________________      Date of Birth:  ______________     Gender:  ______ 

Disability/illness/special need:  ________________________________________________________________ 

Current situation:  __________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 
Other children/family members in the home 
Name    Gender             Date of birth/age               Relationship to child 
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 
For professional referrals only 
Family has given  permission for this information to be shared with Family Support Network� 
 
Initials  ___________________Date__________________ 
   
 

FAX to Family Support Network at 336.924.0388 or email to ChrisFSN@theCFEC.org  


