THE CENTER FOR VISITATION & FAMILY SERVICES

SUPERVISED VISITATION REFERRAL

	Date of Referral: ____________________________

Next Court Date: _____________________________
	Judge:  _________________________________
Docket No:  ______________________________

	Supervised Visitation:

With:  FORMCHECKBOX 
   Mother

           FORMCHECKBOX 
   Father

           FORMCHECKBOX 
   Other _____________________ 
	Other Agencies Involved:

________________________________________

________________________________________

	MOTHER:   FORMCHECKBOX 
   Custodial Parent

__________________________________

Address:  __________________________

                __________________________

Phone No:  (H)______________________

                   (W)______________________
	FATHER:   FORMCHECKBOX 
   Custodial Parent

__________________________________

Address:  __________________________

                __________________________

Phone No:  (H)______________________

                   (W)______________________

	ATTORNEY:

___________________________________

Address:  __________________________
                 __________________________

Phone No:  _________________________
Fax No:      _________________________
	ATTORNEY:

___________________________________

Address:  __________________________
                 __________________________

Phone No:  _________________________
Fax No:      _________________________

	CHILD(REN) & DATE(S) OF BIRTH

	Name                                  DOB:
	Name                                  DOB:

	___________________________________

___________________________________

___________________________________

___________________________________


	___________________________________

___________________________________

___________________________________

___________________________________



	LAW GUARDIAN:

___________________________________

Address:  __________________________
                 __________________________

Phone No:  _________________________
Fax No:      _________________________
	CASE WORKER:

___________________________________

Address:  __________________________
                 __________________________

Phone No:  _________________________
Fax No:      _________________________


	
	

	Fax to:    THE CENTER FOR VISITATION & FAMILY SERVICES

                Tina Tronetti-Hotvet, LMSW

                 877 Madison Avenue, Albany, New York 12208

                 Phone:  482-8856     Fax:  489-5839

	A COPY OF THE VISITATION ORDER MUST BE FAXED WITH THIS FORM








