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Child’s Name:
_____________________________________________

1. *Inquiry Date: _____________________________ (mm/dd/yyyy)
Inquiry Acknowledgement Date: _________________________
2. Reason for Inquiry/Referral: _____________________________________________________________________________________________________

____________________________________________________________________________________________________________________________
3. Is there developmental concern?
Yes
4. Inquiry/Referral Source:

*Agency/Relationship to Child: __________________________________
Name & Agency: ________________________________
Phone : _______________________  (###-###-####)

Address: _____________________________________     City: ___________________________________    State: ___________   Zip: ________________

*How did the referral source hear about Early Intervention Program: ___________________________________________________________________

____________________________________________________________________________________________________________________________

5. Previous Screenings:   Hearing
Vision
Motor
Social/Emotional
6. Previous Services: _____________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

7. Previous Services Provided by: ___________________________________________________________________________________________________

8. Previous Screening/Service Comments: ____________________________________________________________________________________________
____________________________________________________________________________________________________________________________

9. Inquiry Initial Contact Attempt Date:  _______________________________ (mm/dd/yyyy)

10. Inquiry Actual Contact Date:  _______________________________ (mm/dd/yyyy) 
11. Parents have consented for the following agencies to receive child specific data:

Commission for Children with Special Health Care Needs

DCBS Office

Early Head Start

Early Hearing Detection and Intervention/Newborn Hearing Screening Program
HANDS (Health Nurturing Development Services)

KY Birth Surveillance Registry
Local School District
Primary Care Physician (as recorded on the Health Screen)

Comments on Release of Information: _____________________________________________________________________________________________

____________________________________________________________________________________________________________________________


12. Referral Date:
_____________________________________ (mm/dd/yyyy)

13. Referral Initial Contact Attempt Date: __________________________ (mm/dd/yyyy)

14. Referral Actual Contact Date: _________________________________ (mm/dd/yyyy)

15. IFSP Due Date:  ______________________________________

16. Comments: ___________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________
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*Indicates required fields
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Entry of this date begins the 45 days timeline to IFSP.
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