D-508

Q«I%:I Referral to Early Intervention (Part C)

Child’s Name: Birthdate:

Parent's Name:

Address:

Telephone Number:

Primary Doctor:

Insurance Information:

Directions to Home:

Reason for referral;

____Kids Central, Inc. has permission to refer my child to my local early intervention
program for further evaluation.

___Idonot wish for my child to be referred to the early intervention program at this
time.

Parent Signature and Date:




