ALAMEDA COUNTY ILP REFERRAL FORM
Youth Placed Out OF County
All referrals MUST be accompanied by the youth’s current T.I.L.P.
and a copy of IEP (if applicable) in-order to be processed.  
Any referral without this complete information will be returned UNPROCESSED!
Please fill out one (1) referral per eligible minor (age 14-20 1/2).  
Return COMPLETED FORM to:  ILP North/ILP South QIC 23401, (510) 667-7696 Fax (510) 667-7679
e-mail to info@alamedacountyilp.org
													March 17, 2017
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