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LEAVE OUT VIOLENCE

REFERRAL FORM

www.leaveoutviolence.com

for office use only

Date of intake:_______________

Intake staff: _________________
Please return to 

Fax to 

ATTENTION: PROGRAM STAFF -  FAX: 416 785-1236
Surname of Participant:_______________________  First:_______________________

Age:__________  Gender:________  Date of Birth:_______ /________ /_______

                                                            
                    day          month            year

Address: ______________________________________________________

                 street                                                                          apt.#

______________________________________________________________

                  city                                   province                            postal code

_________________________ 
______________________________________
                  phone #



email address

I have a facebook account :

· No

· Yes 

If yes and you are willing to join the LOVE Toronto Page, what is your facebook name so we can invite you to the page _______________________________________________________

Name of Parent or Guardian:_________________________________________________________

Relationship to Participant:___________________________________________________________

Current Living Situation of Youth_______________________________________________________

________________________________________________________________________________
REFERRAL SOURCE:

Name of Agency: __________________________________________________________________
Name of Referring Person: ___________________________________________________________

Job Title: _________________________________________________________________________

Agency Address: __________________________________________________________________

_____________________________________________________   Postal code:   _______________

Phone #: _________________________

Name of Adult Support person in the community (if different than referral source): ________________________________________________________________________________

Contact Phone #: ____________________________________

Relationship to participant: _____________________________
MEDICAL INFORMATION:
Allergies and Drug Reactions: ________________________________________________________  

________________________________________________________________________________

Medical Problems: _________________________________________________________________

Current Medications: _______________________________________________________________

Family Doctor: ________________________________________   Phone: _____________________

Health Card Number: _______________________________________________________________

What would you like to achieve from Leave Out ViolencE?  - Youth responding ________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________________________________________________

Applicant please read carefully

For all applicants 
I, the applicant, hereby confirm that the information contained herein is accurate.  Furthermore, I hereby grant to the staff of Leave Out ViolencE the right to use my photos, writings, videos and image for promotional purposes through normal media channels, the whole without remuneration.  I further understand that I may require staff to reproduce my photos or writings anonymously.  I, the applicant will not use violence in any form at any programs at LOVE.  I have read and understood LOVE’s definition of violence.  I further understand that should I need clarification with this, I can and will approach staff at LOVE and/or my referral source.  I, the applicant also understand that LOVE is not responsible for personal injuries that may occur while I attend LOVE’s programs, including while traveling in vehicles used for LOVE programs.  I also agree that LOVE is not responsible for lost, stolen or damaged property I may bring to LOVE.  

____________________________________

Signature of applicant

For applicants who are younger than 18 years  on this date of signing  

(the following must be signed by a parent or legal guardian)

I, _________________________, the parent or legal guardian of the above applicant, have read this referral form and confirms that the information contained within is accurate.  Furthermore, I hereby grant to the staff of Leave Out ViolencE the right to use the photos, writings, videos and image of the applicant for promotional purposes through normal media channels, the whole without remuneration.  I further understand that the applicant may require staff to reproduced the applicants photos or writings anonymously.  I, the guardian also understand that LOVE is not responsible for personal injuries that may occur while the applicant attends LOVE’s programs, including while traveling in vehicles used for LOVE programs.  I also agree that LOVE is not responsible for lost, stolen or damaged property that the applicant  may bring to LOVE

Signature of Parent or Guardian: ________________________________________________

LEAVE OUT VIOLENCE INTAKE CRITERIA 


*FOR THE INFORMATION OF THE REFERRAL SOURCE*

· Adolescents between the ages 13 –19 years.

· They have been affected by violence in their lives.

· Must have a referral source in the community, (i.e., social worker, educator, community worker).

· Must have potential to express themselves verbally and or creatively.

· Must have potential to complete leadership training program at LOVE (including other media projects and skill development).

· Must be reachable by telephone

· Must be able to function in a group, relating to his/her peers and adults in a non-violent fashion.

· Must understand and be willing to work towards LOVE’s violence prevention goals.

· Commit to regular attendance at LOVE’s programs

· The referral source must agree to meet with the individual both before and after his or her participation in their first LOVE program.

Please contact the program department at 416-785-8411 for more information or to refer a youth.
Authorization for the Disclosure, Transmittal, or Examination of Confidential Information
I/we hereby authorize release to:

____________________________________________________________
(Name of Person, Agency, or Institution)

of confidential information about the persons noted below, contained in the record of:

(Name of Client)








(Date of Birth)

prepared by:

____________________________________________________________

(Name of Person, Agency, or Institution)

This information is to be disclosed for the purpose of:

( )  Assessment


( )  Treatment Planning

( )  Coordination of Services

The nature of the information to be disclosed is as follows:

( )  Psychological Assessment

( )  Summary of Services
( )  Intake Information Only

( )  All Relevant Information

Authorization Signatures
	Subject  of Information 
	Authorizing 

Person
	Relationship to Client
	Signature of Authorizing Person
	Phone Number
	Signature of Witness
	Date

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Expiry Date* ____________________________ (maximum is 1 year)

*Authorizing person(s) may cancel or change the above authorization(s) in writing at any time prior to the expiry date, unless action already has been taken on the basis of the authorization(s). 
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