Clinton County Health Department
133 Margaret Street, Plattsburgh, New York 12901-2926
“Working Together for a Healthier Community”

www.clintonhealth.org ;E&B]%gﬂeeﬂg}
Health Care Services Division Phone: (518) 565-4848 Fax: (518) 565-4509

CHILDREN'S DEVELOPMENTAL SERVICES REFERRAL FORM
CHILD’S INFORMATION:

Name: DOB: Sex:
Last First MI
Parent/Guardian: Phone:
Alternate Phone(s) Ethnicity/Race [ ] White [ ] Native American [ | African American
[] Hispanic [ ] Non-Hispanic
Address: County of Residence
Foster Child: (0 Yes (County) [0 No
Alternate Contact: Phone:

CONFIRMED OR SUSPECTED DELAY OR DISABILITY:

AT RISK CRITERIA:
Referrals of childrep at-rjsk of having a disability shall be made based on the Functional area(s) of Suspected Delay:
following medical/biological risk factors: -
O Adaptive

O Birth weight less than 1501 grams 0 Cognitive
0 Maternal prenatal drug or alcohol abuse u Corr)munlca.tlon
[ Gestational age <33 weeks 0 Social/Emotional
O NICU stay of 10 days or more O Physical

O Questionable score on developmental screen . .

Referrals may also be based on a diagnosed physical and/or mental
0 Parental concern re-development condition with a high probability of developmental delay contained in
U Venous lead level >9 mcg/dl New York State Department of Health’s list at

www.health.state.ny.us/community/infants _children/early intervention/index/htm

Primary Care Physician: 1 Other reason forreferral:

Comments/Additional Information:

Referred by: Title: Date of Referral
Address: Telephone:
For Office Use Only:
Date Referral Received: by Staff Received: Date: Day 45:
Initial Service Coordinator Assigned: Date: Child Reference #
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“Persons who have any physical mobility or other needs, call the telephone number above to arrange for accommodations”


http://www.health.state.ny.us/community/infants_children/early_intervention/index/htm

EARLY INTERVENTION REFERRAL FORM FOLLOW-UP CONTACTS

Follow up Contacts:

Date:

Time:

Date:

Time:

Date:

Time:

Date:

Time:
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“Persons who have any physical mobility or other needs, call the telephone number above to arrange for accommodations
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