
Source of Referral: 
Name _________________________________________________________ Date __________ 
Agency/Organization ____________________________________________________________ 
Phone Number or email address___________________________________________________ 

 
Thriving at Three Referral Form 

Return to: Jaimie Foster 
UNCG Center for New North Carolinians 

413 S. Edgeworth St. Greensboro, NC 27401 
336-256-1066, thrivingat3@yahoo.com Fax: (336) 334-5413 

                                     
Date ____________________________ 
                                                          
Parent’s Name: ___________________________________________________ 

Child’s Name_____________________________________________________ 

Child’s DOB: ______________________Gender:  ________________________ 

Address: _________________________________________________________ 

Phone(s): ________________________________________________________ 

Primary Language Spoken: ________________ Ethnicity:__________________ 
 
REASON FOR REFERRAL (CHECK ALL THAT APPLY) 
 
_____ Post-Partum Depression  _____ Abuse/Neglect  
 
_____ Substance Abuse    _____ Teen Pregnancy/Parent 
 
_____ Domestic Violence   _____ Mental Health Issues 
 
_____ At-Risk    _____ Counseling 
 
Other/Explanation: ________________________________________________ 
 
________________________________________________________________ 
 
INTERVENTIONS 
 
Initial action taken _________________________________________________ 
 
________________________________________________________________  
 
Other organizations involved with client: 
____________________________Phone ________________                       
____________________________Phone ________________ 


