KAY PHILLIPSf#  SAFEBABIES COURT REFERRAL FORM
CHILD ADVOCACY CENTER @ BERKELEY COUNTY

BROOKLYN FRENCH
COMMUNITY COORDINATOR

843-560-8459
DATE OF REFERRAL:

REFERRAL SOURCE: CONTACT:

CHILD #1 INFORMATION

Name: Date of Birth:
Gender: Race/Ethnicity:

Current Placement/Relationship:

Placement Contact Information:

Diagnosis/Disabilities:

CHILD #2 INFORMATION

Name: Date of Birth:
Gender: Race/Ethnicity:
Current Placement/Relationship:

Placement Contact Information:
Diagnosis/Disabilities:

*Please fill out a separate form for any additional children.
First and Last Name:
Race/Ethnicity:
Contact Information:

Relationship to Child(ren): Mother to: Father to:

REASON FOR REMOVAL:

Please provide a brief description of the current situation and any needs for the child(ren) and family:

Please email all referrals to bfrench@kayphillipscac.org
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