Southwest Missouri Youth Fire Intervention Program

Referral
CONFIDENTIAL INFORMATION

Date of Incident / /

Run or incident #
Name of referring party

Phone #

Juvenile’s name ............
Parent/Guardian name(s)....

Home address

Phone number ................ (H) (W) ©)
Date of Birth of juvenile .... SSN

Has the juvenile had previous offenses for fire setting? ........................Ye€S
If so how many?

or No

Reason for referral:

The following are observations of third party referrals -- not questions to be asked of ca
Was the outside of the home in bad upkeep?................ccceeeeveeeeee. Yes|  [or NO

Was the inside of the home in bad upkeep? .........ccooov i, Yes

reqivers.

or No

Does the parent/guardian appear indifferent towards the child?......Mother Yes[__lor No

Father Yes or No

Does the parent/guardian appear hostile towards the child?..........Mother Yes| _|or No

Father YesL__|or No
Does the child appear neglected? ..........covviiiiiiiiiii e, Yes|__for No
Does the child appear abused? (notify DFS immediately if yes)............. YesL__ior No
Did the child lie about his/her involvement with the fire initially?............ Yes___jor No
Total dollar loss from incident? $ Were there any injuries?...... YesL__lor No|

If available, please attach copy of run report or narrative of event.

Once completed by referring party, send to Springfield Fire Department, Attn: SWMO Youth Fire

Intervention Program 864-1505 (fax) or contact Cara Erwin at (417) 864-1699 or
cerwin@springfieldmo.gov
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