[image: image2.png]]
III HEE SERVICES

‘OF NORTHEASTERN NEW YORK



        
	COURT EVALUATION REFERRAL

	Date of Referral: _________________________________
Next Court Date: _________________________________
	Judge:  ___________________________________________
Court:  ___________________________________________
Docket No:  _____________________________________

	Custodial

Name:  ____________________________________________
Address:  _________________________________________
                _________________________________________

Phone No:  (H)____________________________________

                   (W)  __________________________________  
	Non-Custodial

Name:  ______________________________________________
Address:  ___________________________________________
                ___________________________________________

Phone No:  (H)______________________________________

                   (W)  __________________________________  

	ATTORNEY:

Name:  ____________________________________________  
Firm:  ______________________________________________  
Address:  __________________________________________
                 _________________________________________
Phone No:  ________________________________________
Fax No:      ________________________________________
	ATTORNEY:

Name:  ____________________________________________  

Firm:  ______________________________________________  
Address:  __________________________________________
                 _________________________________________
Phone No:  ________________________________________
Fax No:      ________________________________________

	CHILD(REN) & DATE(S) OF BIRTH

	Name                                           DOB:
	Name                                              DOB:

	____________________________________________________

____________________________________________________

	_________________________________________________
_________________________________________________


	LAW GUARDIAN:

Name:  ___________________________________________
Firm:  _____________________________________________
Address:  _________________________________________
                 ________________________________________
Phone No:  _______________________________________
Fax No:      _______________________________________
	CASE WORKER:

_________________________________________________

Address:  ______________________________________  
                 ______________________________________
Phone No:  _____________________________________
Fax No:      _____________________________________   


	
	

	Fax to:    THE CENTER FOR FAMILY & VISITATION SERVICES

                877 Madison Avenue, Albany, New York 12208

                 Phone:  482-8856     Fax:  489-5839

	DOCKET SUMMARY & PETITION MUST BE FAXED WITH THIS FORM
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The Center                  


for Family & Visitation 	877 Madison Ave.


	          Services            Albany, NY 12208











