Attachment III

Commodity Supplemental Food Program
Referral Form
Women, Infants, Children and Seniors

Date CSFP Clinic/Site Name
Name of Applicant Date of Birth
Address Phone Number

Pregnant/Postpartum Women

Expecied date cf delivery Breastfeeding Plans (check the appropriate space)
or (a) Breastfeeding
Actual Delivery date (b) Non-breastfeeding

Present Feeding Recommendations
Commerical Formula (check appropriate space)

Similac with lron

a.

b. Similac w/out Iron

<. Enfamil

d Soy Formula

€. Other (specify)___

Infants and Children Senior Citizens

Infant's Age Senior's Age

Child's Age *Must be aged 60 and above

Specify Nutritional Risk Factor(s) (where applicable)

Authorized Referral Representative

Zzuat Worker, Dactor, Nurse, Clinic Practitioner, Nutritionist, Dietitian, Clinic Managers, Social Service Workers, etc.)

67



