EARLY CHILDHOOD CONSULTATION AND PREVENTION SERVICES

A Program of Morrison Child and Family Services

Referral for Early Childhood Consultation Services  and
Permission for Social/Emotional Screening 
	Child’s Name:
	Gender:   
___M   ___F
	Age: 
	DOB:  

	Child’s Address:  
	City:  
	Zip:  

	Parent’s Name:
	Home Phone:   
	Cell or other phone:

	Name of Legal Guardian, if different: 
	Legal Guardian’s phone:
	Other persons/organizations involved with the family?

	Child’s Insurance: 

 FORMCHECKBOX 
 OHP      FORMCHECKBOX 
 Private     FORMCHECKBOX 
 No insurance
	Family’s Language:

 FORMCHECKBOX 
Spanish     FORMCHECKBOX 
 English 

 FORMCHECKBOX 
Both          FORMCHECKBOX 
Other_________
	


	Name of Person making the referral:
	Phone:

	Name of the Early Childhood Program/Community Partner making the referral:
	Program Phone, if different:


Nature of the Concern:
    FORMCHECKBOX 
 Child is having difficulty at school/childcare: 
 
   FORMCHECKBOX 
 Aggression?    FORMCHECKBOX 
 Withdrawn?    FORMCHECKBOX 
 Emotional outbursts?   FORMCHECKBOX 
 Separation anxiety?
    FORMCHECKBOX 
 Child is having difficulty at home:   
    FORMCHECKBOX 
 Not following parent directions?   FORMCHECKBOX 
 Sibling conflict?   FORMCHECKBOX 
 Emotional outbursts? 
Additional Information/Reasons for Referral:  ________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Referrer Signature: _____________________________________________ Date: _________________

I give my permission for my child to participate in a classroom observation to be done by an Early Childhood Consultant from Morrison Child and Family Services. 

I understand that my child will be observed and that I will be informed of the results. 

 FORMCHECKBOX 
 I give permission for my child to be observed, and the observation/recommendations shared with my child’s teacher. Recommendations may include general resources in writing and referral information. 

 FORMCHECKBOX 
 I give my permission for Morrison staff to contact the referral organization.
 FORMCHECKBOX 
Other: ____________________________________________________________________

I also understand that Morrison Child and Family Services will collect service and demographic information from this screening service. No identifying information will be disclosed.
Parent/Guardian Signature: ______________________________________  Date: _________________

                                                                   (*note:  this form must be signed by the child’s legal guardian)
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Upon completion, please fax to Allison Supnick, Morrison Early Childhood Consultant
        Fax:  503-350-0415
              Phone:  503-258-4511
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