
YOUTH AND FAMILY SERVICES 
 

Case Management Program 
Referral 

GIRLS INC./PATHWAYS COUNSELING CENTER 
13666 East 14th Street, San Leandro, CA 94578 

Tel: (510) 357-5515 Ext. 28     Fax: (510) 357-5112 
 
 

 
 

Youth�s Name: _____________________________________________  DOB: ________________ 

Address: ____________________________________ City: _______________ Zip: ____________ 

Ethnicity: ____________________________ Language Spoken: ____________________________ 

Telephone: _______________________ Parent/Guardian: _________________________________ 

School: ______________________________________________________ Grade: _____________  

Referral Reasons: _________________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

Is the youth aware that you are making this referral?   Yes  !  No  ! 
Is the parent/guardian aware that you are making this referral?  Yes  !  No  ! 
                                                                                                                                               
 

 
Referral Source 

 
Name: __________________________________ Relationship to the youth: __________________ 
 
Address: _____________________________________ City: __________________ Zip: ________ 
 
Telephone: _______________________________________ Date: __________________________ 
 


