Sangamon County Department of Public Health

EARLY INTERVENTION REFERRAL

Fax:  217-793-3991
Date of Referral:  





County:





Child’s Name  








DOB:  



Last

First

Middle
(M)  


(F)  



School District:  




Parent/Guardian Name:  










Address:  













    Street Address



City


State

Zip Code

Phone:(H)  



(W)  




(Cell)  



Family aware of Referral:
(Y)  

(N)  

(U)  

Race:  



Primary Physician:  








Address:  













    Street Address



City


State

Zip Code
Phone:  





Fax:  






Reason(s) for Referral to EI (Please check all that apply):
· Identified condition or medical diagnosis (ei: Down Syndrome; Spina Bifida)

· Suspected developmental delay based on results from developmental screening tool:

Tool used





date completed

(Please check area of concern):
___Motor/Physical   ___Cognitive   ___Social/Emotional   ___Speech   ___Behavior

___Language/Communication   ___Vision/Hearing   ___Adaptive/Self-help Skills

___Other, please specify









Comments:  












Referral made by:  











Address:  













    Street Address



City

State


Zip Code

Phone:  





Fax:  






*If you are a Physician’s Office referring a patient, please complete and fax the referral
along with a script for a particular therapy being requested.
