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              B-Moor Youth Services, Inc.

@ Shake N Bake Skating & Bowling Center
     

 1601 Pennsylvania Avenue





 Baltimore, Maryland 21217 





 (410) 523-1111 Office / (410) 523-1004 Fax







www.BMoorYouth.com ________________________________________________________________________________________

Referral Form for one to one_____ or Mentoring____ Please Check 


                                                                                                               Date of referral: ______________Requested Start Date: ___________
YOUTH NAME: ________________________________CASE#________________

YOUTH ADDRESS: __________________________________________________
CITY/COUNTY_______________STATE______________ ZIP_______________

HOME (____   )______     ​-  _______           

CELL (______ )______     -_________    

D.O.B_____/_____/_____AGE_____HGT______WGT______SEX_____RACE_____

SS# ________-______-________ M.A.# _____________________________

LIVING WITH(NAME)________________________RELATIONSHIP______________

IS YOUTH COMMITTED TO DSS____DJS____ OTHER ____________________? 

CASEWORKER__________________________PH.#(______)______- ________

CELL#(______)______-_________      FAX# (______)______-_________
SUPERVISOR_____________________________PH.#(______)_______- _________
Presenting Problems_____________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

GOALS (write below/give brief description)           TIME FRAME                                                    TIME FRAME
_____________________________________________________________   ____________

_____________________________________________________________   ____________

_____________________________________________________________   ____________

_____________________________________________________________   ____________

PERSON REQUESTING SERVICES: ____________________________________ 

RELATIONSHIP_________________________ PH#(______)______-_________ 

FAX#(______)_______-_________

Estimated length of services ______ days/months;

Authorized __________ hrs per/week. Review date: _______________ 

Authorizing signature: ___________________________ Date:________

Parent/legal guardian authorizes representative of BMYS to:

(Please, Initial if applicable)

_______Engage mentee during school hours.

_______Escort mentee from school during school hours.

_______Receive documentation concerning mentee (ie.report cards)

_______ Sit in on school/team meetings in absence of parent or legal guardian.

_______ Escort mentee to medical appointments or to the hospital in the event of an emergency.

Name_____________________________ Relationship__________________

Signature________________________________ Date__________________

