COUNTY OF LOS ANGELES

DEPARTMENT OF PUBLIC SOCIAL SERVICES

PROGRAMA DE AYUDA GENERAL
CITA PARA LOS SERVICIOS DE VIOLENCIA DOMESTICA

OFICINA DE GROW:

PRIMER NOMBRE DEL CASO:
NUMERO DEL CASO:

ANO DE NACIMIENTO:
GCM/NUMERO DE ARCHIVO DEL EW:
NUMERO DE TELEFONO:

Usted ha sido programado para una cita de servicios de apoyo para:

m Servicios de Violencia Doméstica

Por favor, reportese en la oficina, fecha y hora anotadas abajo.

NOMBRE DEL LUGAR/UBICACION

FECHA

HORA

TO BE COMPLETED BY SERVICE PROVIDER FOR GROW PARTICIPANTS ONLY

(Complete and return by mail to GROW Case Manager within 10 business days)

. PARTICIPANT FAILED TO SHOW FOR APPOINTMENT Domestic Violence Only Service Type (Circle)
O PARTICIPANT SHOWED FOR APPOINTMENT A = Case Management @ hrs per wk
O FURTHER SERVICES ARE NOT REQUIRED B = Counseling @ hrs per wk
9 TREATMENT BEGAN ON: C = Legal Advocacy @ hrs per wk
a EXPECTED DURATION: )

D = Legal Services @ hrs per wk
a REQUIRED HOURS PER WEEK:

E = Transitional Services @ hrs per wk

OTHER INFORMATION:

CERTIFICATION: | CERTIFY THAT A RELEASE OF CONFIDENTIALITY FORM HAS BEEN SIGNED BY

THE PARTICIPANT AND A COPY IS ON FILE.

SIGNED:

NAME OF PERSON COMPLETING FORM: TITLE:

TELEPHONE NUMBER: DATE:

TRABAJADOR DEL CASO DE GROW:

NUMERO DE TELEFONO:

FECHA:
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