[bookmark: _GoBack][image: ] Lorain County Help Me Grow 
Central Coordination Office:  Bright Beginnings
[bookmark: _gjdgxs]Web Referral Form:  http://bit.ly/ReferToHMG
Email:  HMGreferrals@helpmegrow.org
FAX:  General/HEA Forms (855) 418-3322   FAX:  Hospital Medical Providers (855)318-3322
Intake Contact (216) 930-3322   (440) 389-3322


Name of Parent/Guardian: __________________________________________ DOB:  ___ /___   /___
				Last                                                       First                                           MI
Address of Parent: _____________________________________City: ____________________ Zip: ________
Phone Number:  Cell (       ) _____-_______ Home (         ) _____-________ Other:   __________
Email Address: _____________________________________@___________________________
Preferred Contact Method________________________________________________________
Primary Language (if not English): __________________________________________________



Child’s Name: _______________________________________________DOB:   ____ /____ /____    Sex:  F   M
                                                   Last                                      First                                                    MI
Child’s Name: _______________________________________________DOB:  ____ /____ /_____     Sex:  F   M
                                                  Last                                      First                                                   MI
With Whom Do Children Live:  _________________     Unborn Child - Due Date: ____ /____ /____


 There is concern for the child(ren)’s development  
Describe your concern:  ____________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

 Child under age 3 has documented diagnosed medical condition that could cause a developmental delay.
Describe the medical condition:  _____________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
   
 I am referring the child for Home Visiting                       I am referring the child for Early Intervention   
Early Intervention is a statewide system that provides coordinated early intervention services to parents of eligible children under the age of three with developmental delays or disabilities.


A service for pregnant or new parents seeking a little 
extra support to ensure a healthy pregnancy, and to help 
their child off to the best possible start in life.
    


Person Making Referral: _______________________________________   Agency: _____________________
				Last                                             First    
Address: _______________________________City: __________________State:____ ZIP Code: __________
Phone: (       ) ____ -_____   Fax (       ) _____ - ______                    
Email: __________________________@_____________________ Is Family Aware of Referral:     YES      NO
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