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Child’s Name_____________________________ M    F    Date of Birth_______________

Mother’s Name__________________________Father’s Name_______________________

Address_______________________________City_________________ Zip Code_______
Phone Number__________________________School District_______________________

Service Coordinator_________________________________________________________

Service Site___________________________Play Group Day________________________

Early Intervention Services    None    DT    OT    S/L    PT    Nurse


Date of Referral_____________________ Age at Referral_________________________

                                    SOURCE OF REFERRAL
______Self

 
   _______State Agency
 ________Public Health Nurse
______Family/Friends  
   _______Hospital          ________Program Recruitment 
______School 

      _______Community Program   ________Child Family Connections

                                     AT RISK CRITERIA

________Enviromental
    _______Prematurity
  ________Teenage Parent
________Medicaid

    ________NICU Stay
  ________Developmental Delay
________Single Parent
    ________Kid Care

  ________Parent with Disability
________Parenting Issues   ________In Foster Care
  ________Extreme Family Stress

Date of Exit______________________Reason___________________________________


Medicaid      Y        N


  Medicaid Number __ __ __ __ __ __ __ __ __
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