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Description automatically generated]PICKAWAY COUNTY
FAMILY & CHILDREN FIRST COUNCIL

2050 STONERIDGE DR.  CIRCLEVILLE, OHIO  43113


Name: ________________________________________ DOB: ________________ SSN: __________________________
Parent/Guardian Name: ______________________________________________________________________________
Address: ____________________________________________________________ Phone: ________________________
Alternate Phone Number: ______________________________________ School: ________________________________

I understand that this youth is being referred to Integrated Services for Behavioral Health to participate in group counseling with youth around the same age group. I understand that I may be contacted for additional information regarding the Grief Program and services through Pickaway Family & Children First Council and Integrated Services for Behavioral Health. I understand that there will be no out of pocket cost for the Grief Group. I further understand that there will be additional paperwork from Integrated Services for Behavioral Health to complete to consent to the group counseling.

Payor Information
____ Medicaid Provider: ___________________________________________
____ Commercial Insurance: ________________________________________
____ Other: _____________________________________________________

Referral Source Information
Name & Agency of Referrer: __________________________________________________________________

Reason for Referral: _________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________


Email the referral to pickaway.fcfc@pickawayesc.org 
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