Saratoga County 

Early Intervention Program Referral Form 

for Children At-Risk or Suspected of Developmental Delay or Disability

Referral Date:  ___________________

Person(s) Completing Form  _____________________________    Agency  ________________________________
Referral Source

   Name/Contact  _______________________________________   Specialty  ______________________________

   Agency  ____________________________________________    Program   ______________________________ 

   Address  ______________________________________________________    Phone Number ________________           

   Reason for referral ____________________________________________________________________________

Child’s Information

   Name ______________________________________      DOB  ________________       Age mos. _____________

   Also Known As  _________________  Sex  ______  Race ___________  County of Residence  _______________

   Physician  _____________________________________  Phone  _________________

Family Information

   Mother’s Name  _____________________________     Father’s Name  __________________________________

   Address  ___________________________________     Address (if not same) _____________________________

   City, State, Zip ______________________________     City, State, Zip __________________________________

   Phone Number  ______________________________     Phone Number  _________________________________

Alternate Contact

   Name  ______________________________________    Phone Number  ____________________

Reasons for Referral        (Please check one)



Health Insurance Information:

_____  At-Risk of having a developmental delay or disability

Plan Name:


_____  Suspected of having a developmental delay or disability
ID#:










Group #

Parent wishes to be referred to DOH ___________



Ins. Co. Phone#:
NYEHDI indicates failed newborn screening (  confirmed hearing loss(
********************* Bottom Portion To Be Completed By County EIOD Only *******************

Contact with parent made on ________________    Parent refuses to be referred to DOH _____________________

Parent(s) area(s) of concern ______________________________________________________________________

Designated Initial Service Coordinator (Name)  ______________________________________________________

Referral given date _______________

Written notice of designation of ISC sent  _________________  

LHU #  ______________

EIO/D forwards parent handbook to parent ___________________________  45th day  _______________

Follow-up to occur (if applicable)  ____________________________________________________________
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