
 
 

 

Enterphase Child and Family Services 
Day Treatment Team 

 
 

 
 
Referral: ____________________ 
 
Student Name: _________________    Gender: ___________________ 
 
Address: ________________________________________________________________ 
 
Birth Date: ___/___/___ YY/MM/DD    Age: _______ 
 
Previous School Attended & Address: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Guardian(s)/ Social Worker: _________________________ Status: _________________ 
 
Identification: ______________________   Transportation Required:  O Yes   O No 
 
Level of Support: _________________________________________________________ 
  
O Village Union  
O Gertrude Colpus  
O Glenholme Ritson  
O GL Roberts 
O Donaven 
 
Strengths: _________________________ 
__________________________________ 
__________________________________ 

O Southwood  
O St. Clare St.  
O Patricks  
O St. Florence 
O Bolton C. Falby 
 
Growth(s): ________________________ 
_________________________________ 
_________________________________ 

 
 
Planned Intake Meeting Date: _______________________ 
 
Notes: ___________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 


