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EVALUATION REFERRAL TO PART C

Dear DC Early Intervention Program:

The child named below has come to the attention of the

Evaluation Center/Program

"This child is suspected of having a developmental delay or disability and is being referred for further
evaluation and assessment. If additional information in required, please contact

,at

Referral Source

Sincerely,

Phone

" Child’s Name

N

Date of Birth

Name of Parent/Guardian

SS#

Address

ZipCode

Phone (H)

Health Insurance

Referred By

Date of Referral

Area(sj of Concern

(Parent Signature Indicating Consent To Release Information) Date
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