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SHASTA HEAD START CHILD DEVELOPMENT, INC. 

REFERRAL FOR OBSERVATION/CONSULTATION 

CH I LD  A ND  FA MI LY IN FO R MA T IO N  CEN T ER / E NR OL LM EN T I NFOR MA TI ON  

Child:  Date of Referral:   
Date of Birth:   Center:   
Parent:   Family Worker:   
Address:   Teacher/Home Visitor:   
City, Zip, County:   FW Phone:   
Home Phone:   Enrollment Date:   
Primary Language: Child-                             Family-   Program Option:   Center Based        Home Based           FCC 
  

SCR E EN ER S  

Hearing: R-                         L-       Vision:  R-                          L- HCT/HgB: 
ASQ SE:  Score-               Status-     Okay      Rescreen      Refer DRDP-R Areas of Concern: 
ASQ 3 Age-           Areas of Concern- Does child have existing IEP/IFSP? 
  

P A R EN T R EP OR T  
Strengths/Interests: 
 
 
Additional Relevant Information: 
 

A R EA S O F C ONC ER N- SP E CI FY W HE T H ER  S TA F F A ND /OR  P A R EN T CON CER N 
Speech & Language:  
 

Fine & Gross Motor:  
 

Cognitive Development:  
 

Mental Health(Please refer 
to list of qualifiers): 

 

 
Behavior:  
 

Health:  
 
Nutrition:  
 

 

Teacher/Primary Caregiver Signature                Date 

 

Parent Signature  Date 
 

Distribution:  Original in child’s file, copy to parent, fax to Disabilities and Mental Health Services. 
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