Pages: ______     Date: ________________


Interagency Referral Communication Form
The information contained in this form is privileged and confidential information.  If you are neither the intended recipient nor the employee or agent responsible for delivering this information to the intended recipient, you are hereby notified that any disclosure, copying, distribution or taking of any action in reliance on the content of this telecopied information is strictly prohibited. When sending this form, always attach the patient’s current consent form.
To:
________________________________________(name, title)
From:
__________________________________________(name, title)

____________________ (phone) ___________________ (fax)

_____________________ (phone) ____________________ (fax)

___________________________________________ (address)

____________________________________________ (address)


___________________________________ (program / agency)

______________________________________(program/agency)
	__ Help Me Grow

__ Follow Along
__ Primary Care
	__ Public Health Nursing

__ School District

__ Social services/child protection
	__ Help Me Grow

__ Follow Along
__ Primary Care
	__ Public Health Nursing

__ School District

__ Social services/child protection

	__ Mental Health
__ Other: __________________
	__ Mental Health

__ Other: _____________________


CHILD INFORMATION

Child’s Name: _______________________
DOB: _____ /_____ / 20_____   Child Age: ________________   Gender:  □ M  □ F
Child ID Number: ____________________ 
Parent / Legal Guardian: _______________________  Relation: ________________

Primary Language: English  /  Spanish  /  Hmong  /  Somali  /  Other: _________________________  
Interpreter Needed:  Yes   No
Home Address: _____________________________________  Phone: (_____)_____-_________  Insurance: _________________

Entered referral in the MN Help Me Grow website:  Yes   No 
Medications: _______________________________
REASON FOR REFERRAL

Medical Diagnosis(es), if known: _____________________________________________________________
Reason(s) for referral (please check all that apply):

___ Completed Developmental Screening Tool
Elevated risk:  Yes  No
Developmental tool used: __________________

___ Completed Mental Health Screening Tool
Elevated risk:  Yes  No 
Mental Health tool used: ___________________
___ Suspected developmental delay or concern


___ Motor / Physical
___ Cognitive
___ Social / Emotional



___ Behavior / Adaptive
___ Speech / Language
___ Other: _________________________________

___ Identified condition or diagnosis among the Early Intervention automatic qualification conditions:


___ Hearing or vision loss
___ Sickle cell disease
___ Cerebral palsy
___ Mental health diagnosis

___ Phenylketonuria (PKU)
___ Spina bifida 
___ Down syndrome
___ Infants born at < 3 lbs 5 oz 

___ At risk (Please describe risk factors): _____________________________________________________________

___ Other: _____________________________________________________________________________________

Has family been informed about the referral?  Yes  No

Has family given consent for the referral?  Yes  No
Other referrals being made
Audiology: ______________________________
County Worker: ___________________________
Home care: _____________________

Medical Specialists: _______________________
Public Health Nursing: ______________________ 
Mental Health: ___________________
Private OT/PT/SLP: ________________________
Other: ___________________________________
Other: __________________________
COMMUNICATION FROM EARLY INTERVENTION AGENCY
Appointment: ___Client did not make an appt    ___Client made an appt but did not keep it    ___Client not seen within 60 days
Result of the assessment: ____________________________________________________________________________________

Plan of Action / Services being provided: _______________________________________________________________________
_________________________________________________________________________________________________________

Date services provided: __________________ 
Date of communication back to referral source: _____________

Recommendations to referral source: _________________________________________________________________________

Other relevant details: ______________________________________________________________________________________

_________________________________________________________________________________________________________

When returning this form, Please attach:
___ Developmental / Mental Health Screening, Assessment Information
___ Individualized Education Plan/ Individualized Family Service Plan
___ Eligible for Help Me Grow services
___ NOT eligible for Help Me Grow services

___ Services to be provided
___ Consent Form
___ Evaluation results / observations / progress reports
___ Medical Reports, Diagnosis, Prescriptions      
___ Summary of presenting problems
___ Other: ____________________________
Sample form, developed for Minnesota’s ABCD III project;  Last updated on 9/17/2010

