
Wyandot Center for Community Behavioral Healthcare, Inc. 
Project Success  

Referral for Services 
 

 
Referring School: ___________________________________________________________ 
 
Childs Name:  ___________________________________________________________ 
 
Date of Birth:  ___________________________________________________________ 
 
Parent/Legal Guardian Name:  _______________________________________________ 
 
Address: _________________________________________________________________ 
  _________________________________________________________________ 
 
Home Phone: ________________  Cell: ______________________ 
Work Phone: _________________  Other: ______________________ 
 
Brief description of concerns: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Note:  Please specify if there are special needs such as family that does not speak English, family that is homeless, 
no home phone, etc.  
 
Parent/guardian has agreed to this referral (This is required before the Wyandot Center 
makes contact with the family). 
 
Referred by:  ___________________________________________________________ 
Contact number: ___________________________________________________________ 
 
 

 
Fax to Traci Williams at 913-328-4603 

 
For questions about the referral process, please contact Randy Callstrom at 913-328-4697.  Thank you. 
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