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ELECT and MARS Referral Form 

________________________________________________________________________

Date of referral: _______________   
Referring Organization: ______________________
Referred by: _____________________________________
Title: ___________________ 




Name of Contact

Phone#: ___________________________ Email: _______________________________
________________________________________________________________________

Guardian (person student lives with) Information: 

Last Name: ___________________________
First Name: ___________________
Address: ________________________________________________________________

Home #: ____________________________
 
Alternate #_____________________

________________________________________________________________________

Student Information: 
Last Name: ___________________________
First Name: ____________________

Primary Language:_____________________ 
Grade:____  Student ID#: ________

School: _________________________________________________________________

DOB: ______________________________ 

SSN: _________________________
Pregnant: Y or N




Due Date: _____________________

Parenting: Y or N




Childs DOB: __________________

Referral Notes: ___________________________________________________________ ________________________________________________________________________

________________________________________________________________________
I agree to have the ELECT staff contact me regarding services:  _____________________________________   Date:   ___________________



   Signature of Guardian

*Please fax referral form to Communities In Schools of Philadelphia, Inc at:

267-330-0164  Attn: ELECT
