Early Intervention Referral Form for Providers – Birth to Age 3 

	CHILD/PARENT:  CONTACT INFORMATION

	Child’s Name: ____________________________________________________________________  Date of Birth: ______/​​______/______                                       

Parent/Guardian: ______________________________________  Relationship to the Child: ​​​_____________________________________

Home Address: _____________________​__________________________  County: ___________________________________________
Primary Phone: ​​​​​​​​​​​​​​​​_______________________________________________  Other Phone: _______________________________________ 
Primary Language: _______________​​​_________________________________ Interpreter Needed:           □ Yes              □ No

	PARENT:  CONSENT FOR RELEASE OF INFORMATION

	Consent for release of medical information (HIPAA)* 

I, _________________________________ (print name of parent or guardian), give permission for my child’s health 

provider _________________________________ (print providers name), to share any and all pertinent information regarding 

my child, _________________________________ (print child’s name), with the Early Intervention program
Parent/Guardian Signature: _______________________________________________________ Date: ______/​​______/______

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Consent for release of educational information (FERPA)*

I, _________________________________  (print name of parent or guardian), give permission for Early Intervention services to share developmental and early intervention information regarding my child, _________________________________________________
(Print child’s name), with the child health provider who referred my child to ensure they are informed of status of my child. 

Parent/Guardian Signature: _______________________________________________________ Date: ______/​​______/______

*Consent is effective for a period of one year from the date of your signature on this release.

	PROVIDER: REASON FOR REFERRAL 

	Referral providers: Complete all that applies. 
​​​​​​​​​1) Concerning screen:    □ ASQ     □ ASQ:SE     □ PEDS      □ PEDS:DM     □ M-CHAT      □ Other: ​​​___________________________
□ Clinician concerns but not screened: ​​​​​​​​_____________________________________________________________________________
Concerns for possible delays in the following areas (please check all areas of concern): 

□ Speech/Language                                         □ Gross Motor                                          □ Fine Motor                                                                                                
□ Adaptive/Self-Help                                         □ Hearing                                                □ Vision 
□ Cognitive/Problem-Solving                             □ Social-Emotional or Behavior              □ Other: ________________________________
2) Identified condition or diagnosis* known to have a high probability of resulting in developmental delay:

 (Please describe): ​​​​​​​​​​​_______________________________________________________________________________________________
Child Health Provider Signature: __________________________________________________  Date: ______/​​______/______

	REFERRING PROVIDER: CONTACT INFORMATION 

	Name of provider making referral: __________________________________________________________________________________
Address: _____________________​_________________________________________________________________________________
City: ________________________________ State: ______   Zip: _______ Office Phone: _____________ Office Fax: _______________       
Enter name and contact for Child’s Primary Care Provider, if not the same: ___________________________________________________

Please indicate if you would like copies of any of the following documents for your records:

□ Evaluation Report                                       □ Individualized Family Service Plan (IFSP)

	Early Intervention:  EVALUATION RESULTS TO REFERRING PROVIDER

	Early Intervention -  please complete this portion and return to the referral source above. 

The child was evaluated on _________________________ (date) and was found to be:
□ Eligible for services     □ Not eligible for services at this time, referred to: __________________________________________________
Early Intervention/Family Resources Coordinator (FRC) Contact________________________________________________________Phone___________________________________________


Please call or fax referral information to the early intervention program in the child’s county of residence.
Call the Family Health Hotline at 1-800-322-2588 or check www.del.wa.gov/esit for the primary referral contact in your area.

Local referral contact information: _____________________________________________________________________________          
CONSENT FOR USE OR DISCLOSURE OF HEALTH INFORMATION BETWEEN                                         HEALTHCARE PROVIDERS and EARLY INTERVENTION
This consent for release of information authorizes the disclosure and/or use of your child’s health information from your child’s doctor to the Early Intervention program. This consent form also authorizes the disclosure of developmental and educational information from the Early Intervention program to your child’s doctor.  
Why is this consent form important?  

Your child's health care provider sees your child at well-child screening visits and for medical treatment. Sometimes your child’s health care provider may see the need for more information, like evaluation or follow up by other specialists, to identify your child’s special health care needs. The Early Intervention (EI) program can be a resource to help identify your child’s needs. The primary goal of this consent form is to allow communication between your child’s health care provider and EI programs so these providers can work together to help your child.
Why am I asked to sign two separate consents on this form? 

The first consent allows your health care provider to share information about your child with EI. The second consent allows EI to share information about your child with your health care provider. Your consent for the release of information allows your child’s health care provider and EI communicate with one another to ensure your child gets the care your child needs. However, as your child’s parent or legal guardian you may refuse to give consent to this release of information. 

What is the purpose of this consent form? 

This consent form was developed to ensure compliance with all federal and state laws regarding the protection of patient information. This consent includes the sharing of information as authorized under both Health Insurance Portability and Accountability Act (HIPPA) and Family Educational Rights and Privacy Act (FERPA) guidelines. The purpose of the HIPAA consent is to provide EI with information necessary to determine your child’s eligibility for EI services. The purpose of the FERPA consent is to ensure that your child’s doctor receives information regarding the status of your child. By authorizing EI to provide the doctor who referred your child with pertinent information, the doctor remains an active participant in your child’s growth and development.

How will this consent be used?

This consent form will follow your child as he/she is screened and/or evaluated within the EI program. The information generated by this release will become a part of your child’s early intervention record. EI will protect this information as prescribed by FERPA. Information will be shared with only individuals working at or with EI for the purpose of providing early intervention services. 

How long is the consent good for? 






                                           This consent is effective for a period of one year from the date of your signature on the release. [image: image1.jpg]Last First Ml Date of Birth
|, the undersigned, do hereby authorize (name of agency and/or health care providers):

(1) 2

to provide health information from the above-named child's médical record to and from:

School District to Which Disclosure'is Made Address / City and State / Zip Code

Contact Person at School District Area Code and Telephone Number
The disclosure of health information is required for the following purpose:

Requested information shall be limited to the following: & All'minimum necessary health information; or

U Disease-specific information as described:

DURATION:
This authorization shall become effective immediately and shall remain in effect until (enter date) or for
one year from the date of signature, if no date entered.




What are my rights? 
You have the following rights with respect to this consent:  

· You may revoke this consent at anytime. 

· You have the right to receive a copy of the Authorization. 
*This form was adapted for Washington State with permission from Oregon Department of Education (ODE).                                                            November 2015                                                                                                         

