
 

Healthy Development Services  
Clinician Referral Form  

Please fax referrals to regional lead fax numbers listed below.   
See list of zip codes for regional boundaries on back. 

 

 

 

Central: 
(619) 544-0308 

East: 
(619) 444-0884 

North Central: 
(858) 259-3570 

North Coastal:  
(858) 259-3570 

North Inland: 
(760) 739-2333 

South: 
(619) 336-8646 

To 
(Agency): 

Contact  
person: Phone:    Fax: 

From  
(Agency/Referral Coordinator): 
 

Contact  
person: Phone:    Fax: 

Referring Clinician:    

Child’s Name:     DOB:           Female          Male 

Address:  City: Zip Code: 

Home Phone: Alternate Phone:  

Primary Language:  English      Spanish     Other: 
 

Does the child have medical insurance?  □ No    □ Yes Insurance carrier:                       
  

Child’s 
Ethnicity: 

 African   African American/Black  American Indian/Alaskan Native  Asian  Other: 
 Hispanic/Latino  Multiracial  Pacific Islander  White (non-Hispanic)  Don’t know/Decline 

 
Caregiver’s Name: Foster parent?      Yes      No     
Caregiver’s Primary Language:  

 English    Spanish    Other: Relationship to child: 
 

Developmental Screening/Assessment Completed?    Yes   No             Copy Attached?   Yes   No    
 

Additional Referrals Initiated (PT, OT, speech, insurance, eval., etc.)?  Yes   No                  If Yes, please describe:    
 
 
Developmental/Behavioral Concerns?    Yes   No   If Yes, please describe: 

Services Requested 
(optional):  

 Developmental Services   Behavioral Services  Parent Education, Support, & Empowerment Classes 

   

    

Consent for Release of Information: 
 
I, ___________________________________________(print name) authorize the organizations 
listed above to contact me regarding the child listed above for the purpose of delivering the 
services requested.  I understand that this release includes exchanging only the information listed 
here as it pertains to coordinating this referral for this child. 

Autorización Para Dar y Recibir Información: 
 
Yo, _____________________________________(nombre en letra de molde) autorizo a las 
agencias indicadas para comunicarse conmigo sobre los servicios requeridos y 
relacionados a mi hijo/a. Entiendo que con este documento doy permiso para intercambiar 
solamente la información indicada, perteneciente a la coordinación de servicios para mi 
hijo/a. 

Parent/Caregiver Signature/Firma: __________________________________ Date/Fecha: 
_______________ 

  BELOW TO BE COMPLETED BY RECIPIENT  
Recipient will confirm receipt of referral within 2 business days and provide a status updated within 30days.  

 
An appointment has been scheduled for: No appointment scheduled because:   
 
DATE: 
 
TIME: 

Comments:  
 
 

 Parent/caregiver 
declined services         

 Client is on a wait list                      

 Unable to contact 
parent/caregiver        

 Other:         
 
 

The information contained in this facsimile message is legally privileged and confidential information intended only for the use of the individual or entity named above.  If the 
receiver of this message is not the intended, you are hereby notified that any dissemination, distribution or copying of this facsimile is strictly prohibited.  If you receive this 

facsimile in error, please notify the sender immediately.                                           Revised 6/22/15 
qUS 

DATE: 



 


