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Community Based Services
603 Terrill Road, Menomonie, WI 54751
Phone: (715) 235-9552 • Fax: (715) 235-1075
Email: aschutte@positive-alternatives.org
www.positive-alternatives.org



	ADMINISTRATIVE 
OFFICE
603 Terrill Road
Menomonie, WI 54751
Phone: (715) 235-9552
Fax: (715) 235-1075

	AMERY
GROUP HOME
1370 60th Ave. 
Amery, WI 54001
Phone: (715) 268-7997
Fax: (715) 268-7973


	MARATHON COUNTY
GROUP HOME
5475 N. 28th Ave.
Wausau, WI 54401
Phone: (715) 298-3134
Fax: (715) 298-3364

	MENOMONIE
GROUP HOME
603 Terrill Road
Menomonie, WI 54751
Phone: (715) 235-9552
Fax: (715) 235-1075

	RIVER FALLS
GROUP HOME
2860 Williams Ave.
River Falls, WI 54022
Phone: (715) 426-2224
Fax: (715) 426-2225


	WISCONSIN RAPIDS
GROUP HOME
110 24th St. S, Suite B
Wis. Rapids, WI 54494
Phone: (715) 712-1617
Fax: (715) 712-1605

	





Mentoring Referral Form
Please complete referral in its entirety, indicating n/a if needed.
Client Name: _________________________________________________________ DOB: __________________
Phone: ______________________________________
School Currently Attending:____________________________________	 Grade: _________________
E-mail Address: ______________________________________________________________________________________
Client resides with: __________________________________________________________________________________

Parent/Foster Provider/Guardian Name: ______________________________________________________	
Phone: ________________________________
Address: ______________________________________________________________________________________________
E-mail Address: ______________________________________________________________________________________
Parent/Foster Provider/Guardian Name: _______________________________________________________	
Phone: ________________________________
Address: _______________________________________________________________________________________________
E-mail Address: _______________________________________________________________________________________

Referred by: _____________________________  	Referred by phone #: ________________________________
Referred by e-mail address: ________________________________________________________________________
Date of Referral: ________________________ 	Date Order Expires: __________________________________
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 Please attach any applicable: 
· Copies of any current court order. 
· Copies of safety plan (if applicable).

Reason for Referral/Brief Social History, Behaviors, and/or offense(s):
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
Safety concerns or emergency health needs (i.e. medications, allergies)?:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Interests, areas of strength, hobbies?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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What, if any, incidents have resulted in crisis for this client and are there risks of future harm? Please include any successful coping skills:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mental health and/or AODA needs?:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did the client have previous attempts at our program or similar services, and if so, what were the outcomes/results?:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any special requests or additional information needed (i.e. community service hours, etc.)?: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Availability for Meetings to Take Place: (i.e. work or school schedules, daytime open, etc.):
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Meetings will occur __________ day(s) per week for a duration of ______________hour(s).
Goals and Objectives for Mentoring Services?: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the family been informed the referral has been submitted?:    Yes      No
If yes, earliest date Positive Alternatives can contact to schedule an intake: ___________________
Would you like to be in attendance at the intake meeting?:    Yes      No
If yes, upcoming availability for a meeting to occur: 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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