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CENTER for DEVELOPMENT AND DISABILITY
UNM FOCUS Program/2300 Menaul Blvd. NE/Albuquerque, NM 87107
Phone: 505-272-3459~Fax: 505-272-3461
Early Intervention Referral Form

	Family Information                                                                                           Referral Date:___________________________
                                                                                                                             45 Day Date: 

	Child’s Name


	Date of Birth:
_______________________
Gender:  Male              Female
	Medical Record Number (only appropriate if child born at UNMH):
_________________________________

	Address (Street number, name, City, Zip)



	Telephone number:
_________________________

	Alternate Telephone or cell phone number:
__________________________________


	Primary Caregiver Name:


	Relationship:


	If alternate care, relationship to child:



	Primary Language spoken in home:
_____________________________
	Best Time to call:
	Is caregiver the Primary contact for child:
Yes                             No

	Source of Early Intervention Referral:

	Name of Agency/Person/Facility Making Referral:



	Additional Comments:
	Telephone Number:
_____________________________
Fax Number:
______________________________

	Consent for Intake Referral

	I _________________________________ agree to allow __________________________________________, to share information about me with the UNM FOCUS Program so the program can contact me about participating in the UNM FOCUS Program. I understand that this information will remain strictly confidential and that I am under no obligation to participate in the UNM FOCUS Program.
Signature of Person Making Referral:____________________________________ Date:________________________________

	For Use by Staff of UNM FOCUS Program:

	Date Intake Received:________________
	Received by:___________________________________________________


	Attempts to Contact:              Contact Codes:  PC=  Phone contact    LS=Letter sent    VML= Voice mail left

	Date:                           Contact Code:                Contact Made:           Comments:
_______________     __________                  ___Yes ___No           ________________________________________________
                                                                                                             ________________________________________________

	Date:                          Contact Code:                 Contact Made:            Comments:
_______________     __________                    ___Yes ___No            ________________________________________________
                                                                                                               ________________________________________________

	Date:                          Contact Code:                 Contact Made:            Comments:
_______________     __________                    ___Yes ___No           _________________________________________________
                                                                                                              _________________________________________________

	Date:                          Contact Code:                 Contact Made:            Comments:
_______________     __________                    ___Yes ___No           _________________________________________________
                                                                                                              _________________________________________________

	Date:                          Contact Code:                 Contact Made:            Comments:
_______________     __________                    ___Yes ___No           _________________________________________________
                                                                                                              _________________________________________________

	Declined Services: ___________________________________ Closed Date:___________________________________________

	Assigned to:__________________________________________ Assigned Date:____________________________________

	Date entered in NMFIT-Kids:____________________________ Entered by:_______________________________________
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