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REQUEST FOR EARLY INTERVENTION SERVICE

PLEASE COMPLETE ALL SECTIONS  DATE (please write in full):

male

CHILD’s NAME /

surname - please print first name - please print

female

Date of birth / / Due Date / / Birth Weight

month day year month day year

Diagnosis/Primary Concerns:

1st Parent/Guardian's Last Name: First Name Relationship to Child:

2" Parent/Guardian's Last Name: First Name Relationship to Child:
Street and Apt. #: Postal Code: Major Intersection:

Primary Phone: Secondary Phone: Email:

Si vous voulez des services du Programme de développement du nourrisson et de I'enfant (PDNE) en francais,
appelez le Centre Francophone du Grand Toronto au: 416-922-2672, poste 230. Vous pouvez aussi visitez
leur site web au https://www.centrefranco.org/developpement-nourrisson pour information a propos des
services pour les enfants ayant des besoins spéciaux. Pour demander des services en frangais, cliquez sur ce lien:
https://ac.centrefranco.org/en/.

;X‘*/z CENTRE FRANCOPHONE
4“\} DU GRAND TORONTO .

Languages spoken in the home:

Do the parents/guardians speak English? Yes No

Yes No

If parents/guardians do not speak any English, is there someone available to interpret?

If yes, please indicate person's contact information below:

Name: Phone:
PHYSICIANS
Doctor: Phone:
Doctor: Phone:

AREAS OF CONCERN (REQUIRED):

Detailed information must be noted below to process the referral. There must be a delay in two (2) or more
areas of development. Hospitals making referrals must attach corresponding Discharge Reports and/or other
relevent reports, test results, consultant's notes, etc.
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PLEASE COMPLETE ALL PARTS OF THIS SECTION.
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Referred by:

agency / hospital / clinic / parent, etc. name of person making referral

Telephone # ext.# fax # email of person making referral:

How did you hear aboutour agency?

Service presently receiving

Other referrals or waitinglists

PARENT’S/GUARDIAN’S INFORMED CONSENT IS NECESSARY TO ACCEPT THIS REFERRAL

(Please printParent/Guardian’s Name) (Parent/Guardian’s Signature) (Date consent was obtained)

Office Use Only:

INTAKE NOTES:

Notice With Respectto the Collection, Use and Disclosure of Information: Personal information will be gathered by Centennial Infant and Child Centre. ("CICC"). Any
personal information collected by CICC is collected under the authority of the Child and Family Services Act and the Personal Health Information Act (PHIPA, 2004). It will
be shared only among staff of CICC for the purpose of program planning for your child at CICC. Questions about this collection should be directed to CICC's Executive
Director at 416-935-0200 x 235.
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