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County Date

NAME/TITLE OF PERSON COMPLETING REFERRAL:

Phone # E-mail:
SSA:

APPLICANT:

Name: Address:
Phone:

Date of Birth:

Autism Diagnosis? ( ) Yes () No

Comments/Additional Information:

Parents/Guardian Names:

Email:

Parents’ Address/Phone # (If different from applicant’s listed above)
Address: Phone:

Signature of CB Superintendent Date

Please forward completed form to Stephanie Bondra (sbhondra@clearwatercog.org).

To be completed by Clearwater COG:
Invoice for the following services:

member County Board for hourly services

Referral Received Date Received by:

Clearwater Council of Governments, 235 N. Toussaint South Road, Oak Harbor, Ohio

43449 Phone: [119/898-8264 Facsimile: }419/898-2414

www.clearwatercog.org



www.clearwatercog.org
tel:419/898-8264
tel:419/898-2414



