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Date: ____________________________________		Client DOB: _________________________	
Name (Last, First)___________________________
Address: __________________________________	
Phone #/Email:_____________________________ 	Due date:____________________________	


Reason for Referral: 
	 Nutrition education		 Lack of resources
	 Prenatal education		 Lack of emotional support
	 Parenting education		 First Baby
	 Breastfeeding education		 New to Canada
	 Social Isolation		 New to Kamloops
	 Mental health		 International Student
	 Substance Use

	 Other, please specify: 
	
	
	
	
If you have any questions contact us directly at 236-597-0775
Fax this form, marked confidential to 250-554-1833
kschneider@interiorcommunityservices.bc.ca
396 Tranquille Road, Kamloops, BC V2B 3G7
www.interiorcommunityservices.bc.ca	August 2024
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