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DATE OF REFERRAL:      		PLEASE RESPOND BY:      
	

CLIENT INFORMATION
	Name (Last, First):
      ,      
	Employment Status at Time of Referral:
☐ Unemployed ☐ Part-Time ☐ Full-Time

	Wagner-Peyser Participation Date:      
	Veteran:  ☐ Yes ☐ No


	Virginia Workforce Connection (VAWC) State ID:      
	Email: 
     

	Phone: 
     
	Best Time to Call:       ☐ AM                  ☐ PM   
 

	Preferred Method of Contact:
☐ Text ☐ Phone ☐ Email
	Primary Language Spoken in the Home:
    



REQUESTING PROGRAM PROVIDING INFORMATION
	Program Name:      
Local Workforce Development Area (LWDA)/Region/Center:      
Partner Staff Name:      
Phone Number:      
Fax Number:      
Email address:      



REFERRAL PROGRAM RECEIVING INFORMATION
	Program Name:      
LWDA/Region/Center:      
Partner Staff Name:      
Phone Number:      
Fax Number:      
Email Address:      



INITIAL ASSESSMENT/TRIAGE COMPLETED:	☐ Yes  ☐ No
Resource Needs Identified in Initial Assessment (Case note in VAWC or on additional form as needed for external partners)

REASON FOR REFERRAL (CHECK ALL THAT APPLY):
☐ Client Request
☐ Program Co-Enrollment (Please select program(s):)
☐ Title I Adult  ☐ Title I Dislocated Worker  ☐ Title I Youth  ☐ Trade Assistance Act
☐ Jobs for Veterans State Grant  ☐Wagner-Peyser  ☐Registered Apprenticeship
☐ Department for Aging and Rehabilitative Services  ☐ Virginia Community Colleges
☐ Department of Blind and Vision Impaired  ☐ Department of Social Services
☐ Virginia Department for Deaf and Hard of Hearing  ☐Adult Education
☐Community Partner ☐ Other (Please Specify):      

Basic Career Services
☐ Job Readiness (Labor Market Information/résumé/interview prep/etc.)
☐ Job Search
 
Individualized Career Services
☐ Comprehensive Assessment
☐ Basic Skills/GED
☐ Training/Education
☐ Support Services
☐ Work Experience
☐ Registered Apprenticeship
☐ Other (Please Specify):      

For Example: Unemployment Insurance (UI) Targeted Assistance, Group or Individual Counselling, Substance Use Support




CLIENT RESOURCE NEEDS (Check all that apply):
☐ Medical 
☐ Parenting classes
☐ Family support
☐ Childcare Needs
☐ Child needs help with schoolwork
☐ Financial
☐ Educational 
☐ Legal 
☐ Housing
☐ Transportation
☐ Food
☐ Other (Please Specify) :      


RECEIVING PROGRAM’S RESPONSE:
Date Referral Processed:      

Referral Processed by (Staff Name) :      

Staff Telephone:      	Staff Email:      

Client was: ☐ Contacted ☐ Not able to Contact          
Initial meeting with client scheduled for Date:       Time:      


[bookmark: _Hlk164151498]Client Status: Enrolled into Partner Program: ☐ Yes ☐ No	Client Participation Date:      
If not enrolled into Partner Program, please state reason:      


Additional Comments:      



If applicable, client has consented to the release of information needed to facilitate this referral. ☐ Yes ☐ No


Virginia Works is An Equal Opportunity Employer/Program. Auxiliary aids and services are available upon request to individuals with disabilities.			
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