
 
 
 
 
 

 

 
Pathways Early Intervention Program – Request for Services Referral Form 

(Services available to children residing in Richmond from birth to 6 years old) 

A. Child’s Information:  
 
  Name: ______________________________________    Preferred Pronoun: ____________ 
 
  Date of Birth: ________________________________      Current Age: _________________  
 
  Aboriginal Heritage:         Yes             No                          Language(s) spoken: ____________________________ 
 
  Address: _________________________________________________________________________________ 
                (Street #/City/Postal Code) 
 
  Daycare Provider (if applicable): _________________   Contact Person: ___________________ 

  Phone: ________________ Email: _______________  

  School (if applicable): __________________________   Contact Person: ___________________ 

   Phone: ________________ Email: _______________  

B. Parent/Guardian Contact Information: 
 
  Relationship to the Child (check): Mother            Father            Guardian            Other         ____________ 
 
  Name: _________________________________      Preferred Pronoun: ___________________ 
 
  Language(s) spoken: ______________________ 
 
  Address (if different from above): ___________________________________________________ 
                                                                      (Street #/City/Postal Code) 
  
  Phone #: __________________________  Email: ________________________________ 
   
  Alternative Contact Information (if applicable): ________________________________________ 
 
  Please check if Self-referral         If external referral, please complete section C: 

C. Referral Source:  
 

Name: ________________________________ Preferred Pronoun: _____________________ 

Organization: __________________________        Role: _________________________________ 

Phone: ________________________________ Email: ________________________________ 

Is the family aware of, and in support of this referral?    Yes               No 

 



D. Referral Information 

  Please detail the reason for the referral:  

 

 

 

 

 

 

What would you like to accomplish while receiving support from the Pathways program? 

 

 

 

 

Have you sought help for this concern before? If yes, please outline what services were received 
and their outcome. 

 

 

 

 

Are other agencies involved? (Please specify both Past and/or Present)   

 

 

 

Is there anything else you would like to tell us?  

 

 

 

E. Consents 
 
I / We, the parents/guardians of _________________________, hereby consent to this referral being made to 
Touchstone Family Association’s Pathways – Early Intervention Program.  
 
  _____________________ ______________________ _____________________ 
  (Parent Signature)  (Printed Name)    (Date) 
 
 _____________________ ______________________ _____________________ 
  (Parent Signature)  (Printed Name)    (Date)
 
 

Please return completed Referral Forms to any member of the Pathways Team (in-person) or  
Email forms to: ncartier@touchfam.ca or fax to: 604-279-1814 
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