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Carol Paluck





Interim Director of Public Health


REFERRAL FOR:     ____CHILD FIND ____EARLY iNTERVENTION ____PRESCHOOL ____PHCP ____CSHCN

Today’s Date: ____/____/____

Person Making Referral:____________________________________________________ Phone #: __________________________

Child’s Name: _________________________________________________________Date Of Birth: ____/____/____ Sex:   M  /  F                

Parent/Guardian: ________________________________________________________ Phone #: ___________________________

Physical Address: ____________________________________________________________________________________________

Mailing Address: ____________________________________________________________________________________________

City/Town:  ______________________________ Zip Code: __________________  School District:  ________________________

Language Used At Home: ____________________ Child’s Race: _________________  Child’s Ethnicity: ___________________

HEALTH CARE / INSURANCE INFORMATION:

Primary Health Care Provider’s Name:__________________________________________  Phone #: _______________________

Medicaid Eligible?  Yes  /  No   Medicaid Number ________________________________  Effective Date ___________________

Insurance Co. _________________________ Policy # ____________________ Policy Holder’s Name _______________________ 

REASON FOR REFERRAL: (ICD-9 Code if applicable)_____________________________________________

__________________________________________________________________________________________________________________________________________________________

For EI/CF use only:

(      This child is being referred because he/she has a confirmed disability                  (    This child is NOT suspected of having a disability at this 

          or is suspected of having a disability which includes a developmental 
                             present time, but is being referred because he/she is at risk of 

          delay and/or a diagnosed physical or mental condition that has a high 
                             developing  a disability in the future.

          probability of resulting in a developmental delay.

OTHER INFORMATION:____________________________________________________________

__________________________________________________________________________________________________________________________________________________________

DIRECTIONS TO HOME: ___________________________________________________________________________________

PERSON RECEIVING THIS REFERRAL: ___________________________________DATE: ____/____/____

INITIAL SERVICE COORDINATOR ASSIGNED: __________________________________________DATE: ____/____/____

EIO/D’S SIGNATURE: __________________________________________________________________DATE: ____/____/____

REFERRAL FOLLOW-UP: __________________________________________________________________________________

















