
Request for KIND Center Services 
1002 N. Douty Street, Hanford, CA 93230 ◊ Phone (559) 235-9239 ◊ Fax (559) 
705-1861

Email Referrals to Kindreferrals@turnbhs.org 

MHS Home Office: 9465 Farnham Street, San Diego, CA 92123  |  P (858) 573-2600 |  F (858) 573-2602  |  mhsinc.org 

The KIND Center provides outpatient mental health services to youth, ages 0-21 years.  If you are in crisis and 
need immediate services, please call 911 or go to the nearest hospital emergency room.  Anyone living in Kings 
County having a mental health crisis can get help 24 hours a day by calling (559) 582- 4481 or 1-800-655-2553.   

Youth’s Name Date 

Parent(s)/Guardian(s) 

Address Phone Number 

Is the family/guardian aware of the referral to the KIND Center?  Yes  No 

Does the youth have Medi-Cal insurance?   Yes  No 

Other insurance? (list type of insurance) 

Is the youth in need of urgent services due to reporting suicidal/homicidal ideation?  Yes  No 

Youth’s Ethnicity and Preferred Language 

Parent/Guardian’s Preferred Language 

System Involvement?  Yes   No Which Systems?  CPS  Probation  Other 

Referred by (agency) Name of Referring Party 

Email Address Phone Number 

Does the youth have prior mental health treatment history?  Yes   No 

Where did the youth receive prior mental health treatment? 

Reason for Referral: 

mailto:Kindreferrals@mhsinc.org
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