
Breakthrough Youth Referral Form 

(Participant) 

Name:________________________________________  DOB:_____________ 

School Name (if applicable):____________________________________________  Grade:____________ 

Parent/Guardian Name:_______________________________________________ 

Parent/Guardian Name:_______________________________________________ 

Address:___________________________________ City:__________________ Zip Code:___________ 

Phone Number:_________________________________________________________________ 

Are there any current family needs that you’re aware of? 

(Person making referral) 

Name:__________________________________ Agency/School:_________________________ 

Address:__________________________________________________________________________ 

Phone:__________________________________ Fax:__________________________________ 

Date of Referral:__________________________ 

Please Return to: 
Downeast Community Partners 

P.O. Box 648, Ellsworth Maine 04605 
TEL: 207 478-4276 FAX: 207667-2212 

Email: SupportiveServices@downeastcommunitypartners.org
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