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Referral Form 
Applicant Information: 
 

Name:             First                         Last  

Age: Gender:             Male               Female 

 

Parent/Guardian Information: 
    
         Parent/Guardian 1          Parent/Guardian 2 

Name:              

Relationship:             

Street Address:            

City/Province:             

Postal Code:             

Home Phone:             

Cell Phone:              

Work Phone:             

Applicant lives with:   

 
Additional Information about Applicant’s family situation: 
 

 

 

 

 
 

Family member requiring assistance: 

      Parent/Guardian            Sibling              Grandparent               Other:      
 
 

Reason for assistance: 

       Disability                          Chronic Illness                 Brain Injury             Mental Illness  

       Substance Abuse             Language Barrier            Other:     
 
 
 
 

Niagara Region 
176 Catharine St. 

Port Colborne, ON  L3K 4K6  

Tel: 905-834- 3629 

Fax: 905-835-1089 

Haldimand-Norfolk 

Region 
42 Main St. S. 

Hagersville, ON   N0A 1H0 

Tel: 905-768-4488 

Fax: 905-768-1034 

 

 

Fax:(905) 768-1034 
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Additional Applicant Info: 
 

1) How is the applicants’ school performance?   

             Please comment on the applicant’s learning challenges, if any (e.g. individual learning plan, etc.) 

 

 

 

 

 
2) How does the applicant react in stressful situations (both physically and emotionally)? 

 

 

 

 

 
3) How does the applicant get along with peers? 

 

 

 

 

 
4) Additional comments: 

 

 

 

 

 
 
 

Referral/ Agency Information: 
 
Name of Referral:  

School/Agency:  

Position:  

Work Number: (       ) 

Fax Number: (       ) 

Email:  

 
Referral Signature:       
 
 

(Please attach business card if possible) 


