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	Select an Early Intervention Program

	 BERNALILLO COUNTY                                           SANDOVAL COUNTY                                   STATE-WIDE
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                                                                                                                                                                                              TORRANCE  COUNTY


                                                                          

	Child Contact Information

	Child Name:  ___________________________________   Date of Birth:  _____________________    Gender:    M       F

Home Address:  _____________________________  City:  __________________  State:  ________  Zip:  ____________

Parent/Guardian:  ____________________________  Relationship to Child:  ___________________________________

Primary Language:  ____________________  Home Phone:  ___________________  Other Phone:   ________________



	Reason(s) of Referral

	Reason(s) for referral to early intervention  (Please check all that apply):
· Identified condition or diagnosis (e.g. spina bifida, Down syndrome):  _______________________________

· Suspected developmental delay or concern (Please circle areas of concern):

       Motor/Physical            Cognitive            Social/Emotional        Speech/Language       Behavior    Other:  ____________

· At Risk (Please describe risk factors):  _______________________________________________________________

· Other (Please describe):  _________________________________________________________________________

	Feedback Requested by the Referral Source

	· Status of Initial Family Contact                                                  (   Developmental Evaluation Results                               
· Services Being Provided to Child/Family                                  (   Child Progress Report/ Summary 
· Other (Please describe):  ____________________________


	Referral Source Contact Information

	Person Making Referral:  ________________________________________  Date of Referral:  ____________________
Address:  _______________________________  City: ___________________  State:  __________  Zip:  ___________

Office Phone:  _________________  Office Fax:  _____________________  

Signature:  ___________________________________________________  Date:  _____________________________

	Release of Information Consent from Parent/Guardian

	I, ___________________________________ (Print name of parent or guardian), give my permission for my pediatric health care provider, __________________________ (print provider’s name), to share any and all pertinent information regarding my child, _________________________________ (print child’s name), with the early intervention program.

Parent/Legal Guardian Signature: ___________________________________________   Date: ____________________

Relationship to Child:  ________________________________________




 □   School for the Deaf    Fax: 505-476-6424


 □   School for Blind and Visually Impaired


       Fax: 505-291-5456


□    UNM/ DCCP   Fax:  505-925-4089


□    Medically Fragile   Fax: 505-272-8100


□   FIT Central Office Fax: 1-866-829- 8838                            





   (f)505.865-5331








Abrazos     Fax: 505-867-3398


NAPPR      Fax: 505-345-6478


PB & J Family Services, Inc 


       Fax: 505-877-7063


UNM/FOCUS Program  


Fax:  505-272-3461























Abrazos     Fax:  505-867-3398


Alta Mira  Fax:  505-262-0845


UNM/DCCP     Fax: 505-925-4089


UNM/FOCUS Program    


Fax:  505-272-3461


Inspirations  Fax:  505-888--8821


NAPPR      Fax: 505-345-6478


PB & J Family Services, Inc 


Fax: 505-877-7063


RCI, Inc    Fax: 505-341-9448

















La Vida Felicidad Fax:   505-865-5331


NAPPR   Fax:  505-345-6478


UNM/FOCUS Program  


Fax:  505-272-3461


 











□   Alta Mira    Fax:  505-262-0845


UNM/FOCUS Program  


Fax:  505-272-3461











 □   School for Blind and Visually Impaired


       Fax;   





□  Other _____________________





   (f)505.865-5331








VALENCIA COUNTY








TORRANCE COUNTY











IMPORTANT:
This document is intended for the use of the agency addressee named above and may contain information that is confidential or privileged. If you are not the intended recipient, any dissemination, distribution or copying of this form is not authorized.
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