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Child Find Intake Form
To make a referral, please complete the following information and fax, with supporting documentation, if appropriate, to Child Development Services at (207) 624-6661 or call 1-877-770-8883
Child Information








    
       DATE: 
	Name

___________________________________________    _______________________________    ____

 Last                                                                                    First                                                            MI
	Date of Birth


	For CDS use

 FORMCHECKBOX 
 Part C Referral
 FORMCHECKBOX 
 Transition Age
 FORMCHECKBOX 
 Part B Child Find

	Physical Address


	 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
	Child lives with




Family Contact Information

	Name _____________________________________________________
Relationship to Child

             FORMCHECKBOX 
 mother
 FORMCHECKBOX 
 relative __________________
             FORMCHECKBOX 
 father
 FORMCHECKBOX 
 foster / surrogate parent

Mailing Address _____________________________________________
__________________________________________________________

Phone ________________________________  FORMCHECKBOX 
Home   FORMCHECKBOX 
Work   FORMCHECKBOX 
Cell
	Name _____________________________________________________
Relationship to Child

             FORMCHECKBOX 
 mother
 FORMCHECKBOX 
 relative __________________
             FORMCHECKBOX 
 father
 FORMCHECKBOX 
 foster / surrogate parent

Mailing Address _____________________________________________
___________________________________________________________

Phone ________________________________  FORMCHECKBOX 
Home   FORMCHECKBOX 
Work   FORMCHECKBOX 
Cell

	Are the parents aware of this referral?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No      If not, why?


Primary Health Care Provider

	Name
	Phone

	Practice Name


Referral Source Information    Please include any documentation at the time of the referral.
	Name
	Phone

	Agency
	Email

	Referral Source’s Relationship to Child

 FORMCHECKBOX 
 Parent

 FORMCHECKBOX 
 Friend

 FORMCHECKBOX 
 Childcare

 FORMCHECKBOX 
 Head Start

 FORMCHECKBOX 
 Public School Program

 FORMCHECKBOX 
 DHHS

 FORMCHECKBOX 
 Physician

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 Practitioner of the Healing Arts

 FORMCHECKBOX 
 Other: _____________________
	Reason for Referral / Area(s) of Concern

 FORMCHECKBOX 
 All Developmental Areas

 FORMCHECKBOX 
 Speech and Language

 FORMCHECKBOX 
 Hearing

 FORMCHECKBOX 
 Vision

 FORMCHECKBOX 
 Cognitive

 FORMCHECKBOX 
 Gross Motor

 FORMCHECKBOX 
 Fine Motor 

 FORMCHECKBOX 
 Social / Emotional

 FORMCHECKBOX 
 Adaptive / Self-Help

 FORMCHECKBOX 
 Child Abuse Prevention and Treatment (CAPTA)
 FORMCHECKBOX 
 Autism 

 FORMCHECKBOX 
 Other: ________________________________
	Is this referral the result of

Maine Newborn Hearing Program?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Maine Newborn Blood Spot Program?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Maine Birth Defects Program?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	Please list any other agencies working with this child and/or family.

	Explanation of concern(s)

Diagnosis (if any)


The CDS Central Referral Coordinator who receives the Intake Form will notify the CDS Regional Site serving the town in which the child resides the same business day it is received.  CDS Regional Site Case Manager will contact the parent / guardian to gather more information, discuss concerns, provide information about CDS, determine the family’s interest, and schedule any screenings or evaluations necessary.
For CDS Use
Referral Date_____________________________ Rec’d By_________________________________
Case-E ID_______________________

Site Notified: Contact_______________________ Date / Time_______________________________________
 FORMCHECKBOX 
 phone   FORMCHECKBOX 
 fax __________

146 State House Station


Augusta, Maine  04333





Phone: 1-877-770-8883


Fax: (207) 624-6661
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