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APPLICATION FOR SERVICE
Please complete this form and return it in person or in the enclosed envelope to:

Jewish Child and Family Service

Suite C200 - 123 Doncaster St.

Winnipeg, MB  R3N 2B2

Our staff will be pleased to assist you if you require any help in completing this form.  Telephone our office at 477-7430 or stop by the office.

Last Name: _____________________________ 
First Name: _____________________________

Address:

Street: __________________________________   City: _____________   Postal Code:___________

Home phone: __________________________  
Work phone: ____________________________

Cell phone: ____________________________  
Email: __________________________________

Pronouns:  [   ]  She/Her   [   ]  He/Him    [   ]  They/Them   [   ]  Other _________
Marital Status:   [    ] single     [    ] married     [    ] separated      [    ] divorced      [    ] widowed
Please list all who live in your household, including yourself:

           Name


 
Relation
         Date of Birth
1.___________________________          
     Self
       ____________________

2.___________________________          ______________     ____________________

3.___________________________          ______________     ____________________

4.___________________________          ______________     ____________________

5.___________________________          ______________     ____________________

6.___________________________          ______________     ____________________

Referral Information:

How did you learn about our services?

[    ]  Agency  advertising  
[    ]  Other family member  
[    ]  Friend   
[    ] Other:

[    ]  From another agency 
[    ]  Other professional       
[    ]  School   
        _________________

Are you receiving service from any other professional/source?   [    ]  Yes    [    ]  No

If yes, who: _______________________________________________________________________

Briefly, in what way(s) would you like JCFS to assist you? 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________

Religion/ethnicity (optional): ___________________________

Appointments:

I would prefer:        [    ]  Day appointment  
      [     ]  Evening appointment  
 [    ] Either
(Please note: JCFS has limited daytime availability and cannot meet all requests for appointments 9am-4pm most weekdays.)

Fees:

Standard rate for a 50 minute session with a JCFS counsellor is $95. Fees are charged per session, and paid at reception prior to entering a session. Please note that the agency requires notice in advance for the cancellation of appointments.  Full charges will be applied for missed appointments for which notice is not received at least 24 hours in advance of the appointment.  Agency will charge a fee for services other than counselling; e.g., court, case conferences, or physician reports on behalf of the individual.
We are able to offer subsidized rates on a sliding scale. If you would like to apply for a subsidized rate, please fill out the included Subsidized Fee Application form. Please note: we ask for proof of income and may ask for additional biographical information through this application. Each case is evaluated individually and can only be processed if documents requested are provided. If you do not wish to apply for a subsidized rate, no additional information is required at this time.

(For more information, please see Subsidized Fee Application included.)

Service Authorization: 
(Clarification of the following statements can be discussed with your therapist.)
In providing my signature below, I/we am/are applying for and consenting to service at JCFS.

I/We understand that counselling service may be provided by an independent contractor retained by JCFS for this purpose.  

I/We understand that an exchange of information between cross-program staff members of JCFS, regarding assessment and the treatment planning, may occur, if deemed necessary.

I/We understand that all information about me/us will be kept confidential, unless it is determined that there exists a threat of substantial harm to myself or other(s) or disclosure is required by law.

_____________________________________

__________________________________

Name (please print)




Signature

______________________________________

__________________________________

 Name (please print)                                        

Signature

Date: ________________________________
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