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Probation Parole: ______________________________ 

 
 
Reason for Referral (please include impairments relating to mental illness): 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 

Instructions: Referrals should be forwarded to The Main Link 17 Pine St. Towanda, 
18848 attn: Mark Beauchemin  or FAX: 570-265-4302 

 
*Peer Support Workers are individuals in recovery who have experienced mental health 
difficulties and are employed to work with others on recovery and wellness goals and 
community integration activities. They serve as role models who demonstrate that 
recovery is possible.  
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