
Couples Mentoring  
2441 Vermont Street, #57 

Blue Island, IL 60406 

(708) 272-4444 

(708) 272-4445 fax 

CouplesMenYFS@att.net 

Request for Services Form 
 

 Agency ___________________________________        

 
Address ___________________________________________________________________________         

              

Agency Worker ________________________________    Worker ph#____________________________ 

 

 

 

CLIENT INFORMATION 

 

Client  name                                                                                  DOB                        Age_______  M    F      

  

Race________________________               DCFS ID #  _________________        LAN#_______        

 
Foster parent/ Guardian  Name____________________________________________________________  

 

Address ___________________________________________________   Phone_____________________ 

 

  ___________________________________________________Cell phone ______________________ 

              

School                                                                                                                                       Grade 

SERVICES TO BE PROVIDED 

______ Mentoring                                  Hrs. Per Week__________         

______ Tutoring                        Hrs. Per Week__________         

______ Independent Living Skills                Sessions Per Week______       

______ Therapy_____Indv_____Fam         Sessions Per Week______       
 

Beginning Date______________      Ending Date _______________    Re-evaluation  Date  ____________ 
REASON  FOR REFERRAL  

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

GOALS FOR SERVICES (state goals for services) 

1. 

_______________________________________________________________________________________________

2._____________________________________________________________________________________________

_______________________________________________________________________________________________

3._____________________________________________________________________________________________

_______________________________________________________________________________________________ 

Submitting 

Worker_________________________________________________Date____________ 
 

Supervisor______________________________________________  Date___________ 
NOTICE: Services will not commence without the supervisor’s signature. Submitting  this referral 

constitutes an agreement and commitment to  pay for the services requested on this form. 


