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1. Consent    Verbal       Written 

 
To connect with a service provider to assist my/our child _______________________________________________, 

Child’s name  
 
_________________________________, I/we authorize sharing verbal and/or written referral information between   

Child’s DOB (yyyy/mm/dd) 
 
___________________________________________________________ and the organization(s) identified below.  
                      Organization completing referral form    
 
For verbal consent provide name(s) only. For written consent provide name(s), signature(s) and witness 
 
Name 1 __________________________________ Signature 1 ________________________________________ 
 
Name 2 __________________________________ Signature 2 ________________________________________ 
        
Witness _________________________________  Signature  _________________________________________  

2. Organization to be contacted 
 

 Regional Municipality of Durham 
 Children’s Services Division  

 Durham Behaviour Management Services 
 Health Department 

 Healthy Babies Healthy Children 
 Infant and Child Development Services  

 YWCA Durham  
 Community Enrichment Services  

 Grandview Children’s Centre  
 Resources for Exceptional Children and Youth – Durham Region 

 
Other (specify) _________________________________________________________________________________ 

_____________________________________________________________________________________________ 

______________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

3. Completed by  
 

Name ____________________________________ Organization _______________________________________ 
 
Phone Number ____________________________ Date (yyyy/mm/dd) __________________________________ 


	To connect with a service provider to assist myour child: 
	Iwe authorize sharing verbal andor written referral information between: 
	and the organizations identified below: 
	Name 1: 
	Name 2: 
	Witness: 
	Other specify 1: 
	Other specify 2: 
	Other specify 3: 
	Other specify 4: 
	Name: 
	Organization: 
	Phone Number: 
	Date yyyymmdd: 
	Check Box1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box3: Off
	Check Box12: Off


