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The Cognitive Connection
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Fax (828) 256-3623

E-mail: jim.clayjr@thecogcon.com
S.M.A.R.T. Program Referral Form
  Name :(First)                                     (Middle)                              (Last) _______________________
  Street Address: ___________________________ City: ____________________  Zip: ______________

  Mailing address if different: _____________________________________________________________

  County of Residence: ______________________ Telephone: _______________Cell:_______________

  Alternate Contact Person:_________________________ Phone number: ________________________
  On probation? ______   Probation Officer’s Name: ___________________________________________ 

  Referred by: ___________ Referral Date: ___________ Gender:  Female _____ Male _____ 

Race:______
DOB: _______Age: _____ Social Security Number: __________________ Grade: ______
School currently attending: _______________Status: __enrolled __ suspended __ expelled __ drop out

Does child have any disability? (Learning, behavioral, emotional, physical, etc.) _____________________ 

Name of Parent or Legal Guardian: ________________________________________________________

Address: _____________________________________________________________________________

Employer: _____________________________________Phone Number: __________________________

** Why is this Youth being referred?  Please explain, attaching additional page if necessary.  Also,

Indicate any physical or emotional situations that we need to be aware of.

Signature/Date of Referral Source and Contact Number: ________________________________________
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