
    CJ’s JOURNEY REFERRAL FORM 

RECIPIENT INFORMATION 

Name: ______________________________________ Age: _____DOB:_________MALE ___FEMALE____ 

Does recipient live with parent(s) (include names)? ___________________________________________ 

Mailing Address: ______________________________________________________________________ 

City: ___________________________________________State: _________________ Zip: ___________ 

Phone Numbers_______________________________________________________________________ 

Email Address: ________________________________________________________________________ 

REFERRING PHYSICIAN AND MEDICAL INFORMATION 

I give CJ’s Journey approval to contact my doctor for further information regarding my medical 
condition. Patient, sign and date if you agree.  Signature________________________Date__________ 

Medical Condition: ____________________________________________________________________ 

Physician Name: __________________________________Email: _______________________________ 

Assistant: _______________________________________ Email: _______________________________ 

Office Phone Number: _______________________________ Fax: _______________________________ 

Office Address: ________________________________________________________________________ 

City: __________________________ _________State: _______________________Zip: _____________ 

DREAM JOURNEY_____________________________ Is this a Rush Dream Journey?  ____ YES ____ NO      

DREAM JOURNEY IDEAS_________________________________________________________________ 

JOURNEY ASSISTANCE__________________________________________________________________ 

What type of assistance are you requesting (gift cards, bus passes, etc.) __________________________ 

_____________________________________________________________________________________ 

Additional Comments: __________________________________________________________________ 

For additional information please contact Jeanine at 314-651-8765 or jeanineaubuchon@cjsjourney.org 

 
 


