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DEPARTMENT FOR CHILDREN AND FAMILIES
CHILD DEVELOPMENT DIVISION





Children’s Integrated Services: Nursing, Family Support, Early Intervention, Early Childhood & Family Mental Health, and Specialized Child Care Services
	Referral Date: ____/___/_____  Re-referral:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   Primary Client Name: ______________________
Individual Collecting This Intake Information: _________________________________ Date: ____/____/_____

	A.  Woman/Parent/Guardian/Child Care Program Concerns (as indicated by them):

	

	B.  Client Lives With:                                         OR                       Associated Staff if a Child Care Program:

	

	Supervisory Union:                                                                  School:

	C.  What type of services do you currently receive:
	Contact information of who helps you:

	Primary Health Care provider:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Primary Dental Care provider:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	VDH-Children with Special Health Needs:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Child Development Clinic:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Head Start/Early Head Start:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Child Care Provider:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Child Care Community Support Agency:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Mental Health:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Substance Abuse Counseling:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Food / Nutrition:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	WIC:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	Assistance with Basic Needs (Circle all that apply, and give contact information):  Housing, Employment, Economic Assistance, or for Child Care Programs: Daily Schedule, Routines, Curriculum, Environment, Regulations


	Other: _______________________________________     _________________________________________

           _______________________________________     _________________________________________

	D.  Previous Screenings and Evaluations (e.g. environmental, pregnancy, nutrition, sleep, or for children – developmental delays, communication, movement, social / emotional, behavioral, or hearing / vision):

	Type:
	Conducted by:

	
	

	
	

	E.  Next Steps:                               

	

	Primary Service Coordinator:

	Follow Up Information Provided to Referral Source:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                                            Date: ____/____/_____

Explain:
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� HYPERLINK "http://dcf.vermont.gov/cdd" ��http://dcf.vermont.gov/cdd�


1-800-649-2642












