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Reentry and Family Services Referral Form 

 
Client Information 

Last Name:  First Name:  DOB:  

SSN:  Address:  

City:  State:  Zip:  

Phone:  Email:  

Risk Level 
and Tool: 

 Primary Language:  English:  Other:  
(Specify) 

 

Recent 
charge(s): 

 

Referred for:  
  (Please select all that apply. Please note that Case Management Intake/Case Plan is required for all other services.) 

  

        ☐      Case Management Intake and Follow Recommended Case Plan (general) 

               

        ☐      Employment Services 

 

        ☐      CBT Classes Based on Results of OAR Intake and Risk Assessment 

 

        ☐      Court-Ordered Activity – Please Specify:  

Referral 
Date: 

 Completion Deadline or Probation 
End Date: 

 

Referral Source Information: 

Name:  Phone:  

Email:  Agency:  

Referred Clients are to contact OAR NOVA within five days of the referral being sent to 

schedule their intake appointment. Failure to do so will result in client needing a new 

referral form for OAR staff to speak with the referral source.  
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