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Yellowhead Community Services Society 

Referral Form - Childhood Development Programs 
Fax Completed Form: Clearwater, Barriere, Lillooet or Merritt 

     (see bottom of form for contact information) 

Date: ________________________ Referral Source: ___________________________________________ 

CHILD AND FAMILY INFORMATION

Parent/care provider names(s):  _______________________________________________________________________  

Child’s name: _____________________________ Gender: M ____ F____ Date of birth (y/m/d): ___________________  

Child’s name: _____________________________ Gender: M ____ F____ Date of birth (y/m/d): ___________________  

Child’s name: _____________________________ Gender: M ____ F____ Date of birth (y/m/d): ___________________  

Child’s name: _____________________________ Gender: M ____ F____ Date of birth (y/m/d): ___________________  

Indigenous Ancestry: Yes ____No ____Band: _____________________________________________________________ 

Home address: _____________________________________________________________________________________ 

Best phone #:  ____________________________ May we leave a message at this number? Yes ____ No ____   

Email:  _____________________________________________  May we email information to you? Yes ____ No ____   

Are the parent’s aware of this referral? Yes ____ No ____ Language spoken at home:  ___________________________  

Foster parents: _____________________________________________________________________________________  

Social Worker:  _____________________________________________________________________________________  

Diagnosis / Additional information: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Hospital: _________________________________        Birth Weight: ____________________ 

Gestational Age: ______________________  Age at referral: ___________________  

Corrected Age at referral: _______________________  

Apgar’s: _____________ Physicians: ____________________________________________________________________

Medications: _______________________________________________________________________________________ 
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Please list the services family is already accessing: 

More information about your child’s development, diagnosis or delay and what your family is looking for:  

Risk factors, please check only items that you have knowledge of: 

unstable housing

unplanned pregnancy

lack of partner/social supports

foster placement

family crisis or violence

literacy concerns

documented delay/disability

food security

mental health concerns

alcohol/substance use

financial struggles

parents are worried

The Prenatal and Early Years Home Visiting Program: provides home visits to those who are pregnant or parents of 
children under school age. The program provides information about establishing healthy living practices and 
environments and how to develop secure, nurturing relationships with their children throughout their infancy and early 
childhood. 
Weekly, bi-weekly or monthly home visits are available to provide information and support in developing personal and 
family goals, creating support networks and strengthening parenting skills to create healthy, safe & secure home 
environments for children. 

The Infant Development Program (IDP): is an early intervention program for families with children from birth to three 
years of age who have been diagnosed with a developmental disability, or who have or may be at-risk for a 
developmental delay. The main goals of the Infant Development Program are to assist families to have a better 
understanding of their child’s overall development; to assist families to feel confident in parenting their infant; and to 
empower families to make effective decisions with respect to their child’s development. 

The Supported Child Development Program (SCDP): is a community-based program that assists families of children with 
extra support needs to access inclusive licensed child care settings that meets the family’s needs. The program is 
intended to serve children from birth to 12. 

Supported Child Development operates under the principles of inclusion and family-centered practices and uses a multi-
disciplinary team approach. Parents may self-refer, or with parent consent, referrals may come from community service 
providers including child care settings. The heart of Supported Child Development is the philosophy of inclusion. We 
believe that children and youth of diverse abilities have a right to participate in a full range of child care opportunities 
with their peers.  

Autism Services: Our Behaviour Consultant and Behaviour Interventionist work with families, children and youth when a 
member of the family has received an Autism Spectrum Disorder (ASD) diagnosis. We provide collaborative, caring 

services to help families navigate and understand the ASD diagnosis. Our supports promote skill development for 
children living with autism. Children must already have a confirmed ASD to access YCS Autism Services.  
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PLEASE INDICATE WHICH SERVICE YOU ARE INTERESTED IN: 

Community of Lillooet: 

Infant Development: ____________________________________________________________________________ 

Community of Merritt:

Infant Development: ____________________________________________________________________________

Communities in the North Thompson Valley (Clearwater/Barriere): 

Prenatal and Early Years Home Visiting: If pregnant please add your due date: ______________________________

Infant Development: ____________________________________________________________________________         

Supported Child Development:       Level 1 - Consultation Only        Level 2 - Shared Support         Level 3 - Individual Support

Licensed child care program:___________________________________________________________________

Autism Services: Date of diagnosis:_________________________________________________________________

Referrals can be faxed or emailed to: 

Program Manager: Robyn Lane 
Phone: 250-674-2600  ext. 224 

Fax: 250-674-2676 
Email: Robyn.L@yellowheadcs.ca 

Service Locations 

Clearwater 
612 Park Drive 

Clearwater BC V0E 1N1 

Barriere 
4936 Barriere Town Rd 

Barriere BC V0E 1E0 

Lillooet 
Unit 2-155 Main St. 
Lillooet BC V0K1V0 

Merritt 
1914 Quilchena Ave 
Merritt BC V1K 1B8 
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