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Early Head Start/Child Care Referral to Early Intervention | Authorization to Release Information

	Child’s Name:
	
	 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
	Date of Birth:
	     /     /     

	
	
	
	(MM/DD/YYYY)

	Primary Language:
	     
	

	Parent/Guardian’s Name:
	     
	Relationship to Child:
	     

	Primary Language:
	     
	Home Phone:
	(     )      -     
	Other Phone:
	(     )      -     

	Parent/Guardian’s Name:
	     
	Relationship to Child:
	     

	Primary Language:
	     
	Home Phone:
	(     )      -     
	Other Phone:
	(     )      -     

	Address:
	     

	
	Street                                                     Apt.                                               City                                                Zip Code

	Early Head Start Agency/Site Name:
	     

	Type of agency:
	 FORMCHECKBOX 
 DFSS Early Head Start/Child Care
	 FORMCHECKBOX 
 Ounce of Prevention Fund Early Head Start

	Disabilities Contact Name/Title:
	
	Contact Phone Number:
	(     )      -     

	Contact Fax:
	(     )      -     
	Contact email address:
	     

	Early Intervention Program:
	 FORMCHECKBOX 

CFC #8 Easter Seals Society of Metropolitan Chicago

9455 S Hoyne Ave.; Chicago, IL 60620 | Phone: (773) 233-1799 | Fax: (773) 233-2011
 FORMCHECKBOX 
 CFC #9 Hektoen Institute for Medical Research Cook County Children’s Hospital

1901 W Harrison St.; Chicago, IL 60612 | Phone: (312) 864-6575 | Fax: (312) 864-9332

 FORMCHECKBOX 
 CFC #10 LaRabida Children’s Hospital

1525 E. 55th St.; Chicago, IL 60615 
| Phone: (773) 324-7434 | Fax: (773) 324-7469

 FORMCHECKBOX 
 CFC #11 Child and Family Connections Rush University Medical Center
945 W George St.; Chicago, IL 60657 | Phone: (312) 942-7800 | Fax: (312) 942-7811

	Reason for Referral (check all that apply and add notes):

	 FORMCHECKBOX 
 Motor/Physical:      

	 FORMCHECKBOX 
 Cognitive:      

	 FORMCHECKBOX 
 Social/Emotional:      

	 FORMCHECKBOX 
 Speech/Language/Communication:      

	 FORMCHECKBOX 
 Behavior:      

	 FORMCHECKBOX 
 Vision:      

	 FORMCHECKBOX 
 Hearing:      

	 FORMCHECKBOX 
 Adaptive/Self-Help Skills:      

	 FORMCHECKBOX 
 Other:      

	Reason based on:

(Check all that apply)
	 FORMCHECKBOX 
 ASQ  results
	 FORMCHECKBOX 
 ASQ:SE results
	 FORMCHECKBOX 
 Parent Concerns
	 FORMCHECKBOX 
 EHS Staff Observation
	 FORMCHECKBOX 
 Other:      

	Additional Comments:
	     


	Child’s Name:
	
	Date of Birth:
	     /     /     

	
	

	Child’s Primary Health Care Provider:
	     

	Address:
	     

	
	Street                                                     Suite                                               City                                                Zip Code

	Office Phone:
	(     )      -     
	Office Fax:
	(     )      -     
	Email:
	     

	Authorization to Release Information:

	Release of Information from Early Head Start (Referring Agency) and Health Provider to Early Intervention:
The purpose of this disclosure is to refer the child named above to the Illinois Early Intervention program. I, as the parent/guardian of this child, give permission for my child’s primary health care provider and the referring agency to share pertinent information about my child regarding suspected developmental delay or related medical conditions with the Early Intervention program. I understand that I may withdraw this consent by written request to my child’s Early Head Start program, except to the extent it has already been acted upon.

Information to be released from Early Head Start and Health Provider to Early Intervention:

	 FORMCHECKBOX 
 EI Referral/Release form
	 FORMCHECKBOX 
 Observation notes

	 FORMCHECKBOX 
 Copy of the ASQ screening
	 FORMCHECKBOX 
 Other evaluations/reports of the child

	 FORMCHECKBOX 
 Hearing/vision screening results 
	 FORMCHECKBOX 
 Other:      

	 FORMCHECKBOX 
 Copy ASQ:SE screening (DFSS sites: both parent & teacher)
	

	Release of Information from Early Intervention to Early Head Start (Referral Source):
The purpose of this disclosure is to provide Early Intervention eligibility determination information (i.e., whether my child is eligible to receive Early Intervention services, what those services are, and a copy of the IFSP) to referral source for service coordination. I give permission to the Early Intervention program to share reports and results related to the previously referenced information with the referring agency and my child’s health care provider listed above. I understand that I may withdraw this consent by written request to Early Intervention, except to the extent it has already been acted upon.
To be released from Early Intervention to Early Head Start:

	 FORMCHECKBOX 
 Date parent was contacted and outcome (Referral Fax Back Form Part I)
 FORMCHECKBOX 
 Invitation to the IFSP meeting to support family
 FORMCHECKBOX 
 Child’s eligibility (Referral Fax Back Form Part II)
	 FORMCHECKBOX 
 EI evaluation reports

 FORMCHECKBOX 
 Copy of the completed IFSP

	I certify that this Authorization to Release Information has been given freely and voluntarily. Information collected hereunder may not be re-disclosed unless the person who consented to this disclosure specifically consents to such re-disclosure and/or the re-disclosure is allowed by law. I understand I have the right to inspect and copy the information to be disclosed.


	
	
	
	
	
	
	

	Parent/Guardian Signature
	
	Relationship to Child
	
	Witness Signature
	
	Date


Consent is valid until child’s third birthday:      /     /     
For EI/CFC Office Use Only

Date referral received: ______/______/______

Name of person receiving referral: __________________________________________

October 2011
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