
□  Mental Health                                                                  

□  Continuum of Care     

□  DSS                                                                                                    

□  Education   

□  Homeless Services                                                               

□  Juvenile Justice     

□  Probation/Family Court                                            

□  Housing   

Agencies or Systems Known to be Involved with the Family: 

Please check which systems are involved in delivering services to your client 

To Complete the Referral: 

Please FAX referral form to 803-772-5212 

  

US DEPARTMENT OF HEALTH AND HUMAN SERVICES 
SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES              
ADMIISTRATION - CENTER FOR MENTAL HEALTH SERVICES 
WWW.SAMHSA.GOV 

 

Family Contact Information: 

Name (Parent/Guardian) _____________________________________________________________ 

Address ________________________________________________________________________________ 

State ____________    Zip ________________  County _______________________________________ 

Phone __________________________________________________________________________________ 

Child’s Name ______________________________________ Child’s DOB ____/_____/__________ 

Consent for Release of Contact Information— Signatures Required 

______________________________________________________ Parent/Legal guardian 

______________________________________________________ Child if over 16 years of age 

Referral Source Contact Information: 

Name ___________________________________________________________________________________ 

Agency _________________________________________________________________________________ 

Phone __________________________________________________________________________________ 

E-Mail __________________________________________________________________________________ 

County _________________________________________________________________________________ 

Date GAIN ss administered 
____________________________________________________________ 

Reason for Referral _________________________________________________________________ 

__________________________________________________________________________________________ 

Referral to the Federation of Families of South Carolina 

    Questions— Call toll free 1-866-779-0402 

FEDERATION OF FAMILIES OF SC                                               
810 DUTCH SQUARE BLVD STE 205                                          
COLUMBIA, SC  29210    803-772-5210                       
WWW.FEDFAMSC.ORG 
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