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Eau Claire County Department of Human Services                     

Birth to Three Referral Form 
 

 

Fax: 715-831-5658 (Office use only) 
 

 PPS         Date:   
 Avatar 
 Master List 
 File 

Phone: 715-839-7118 

Email:  HumanServices.Access@co.eau-claire.wi.us 

REFERRAL SOURCE INFORMATION 

Program Coordinator:  Referral Date:       

Referral Source:  Team Recommendation:  

Referral Phone:  
 SLP 
 OT 
 PT 
 Teacher 

 Screen  
 Directly to evaluation  
 Consent to review w team 
 Date:    Is the family aware of this referral? Yes    No 

CHILD INFORMATION 

First Name:        MI:       Last Name:       

Social Security Number:       Sex: F  M  DOB:       

Race:  Asian   Black/African American    American Indian/Alaska Native    Pacific Islander    White    Hispanic  
 
Ethnicity: Cuban   Mexican/Mexican-Amer   Puerto Rican    Other Hispanic    Unknown    Not Hispanic Origin     

Primary language spoken in home        Interpreter needed:  Yes   No   Circle: 

Address:           Phone 1:   Cell   Cell  
Mom  / Dad 
Cell    /  Home 

       Phone 2:  
Mom  / Dad 
Cell    /  Home 

       Phone 3:   

Primary    Foster    Kinship    Other:       Email:       

Directions   to home:       

FAMILY INFORMATION 

Parent/Guardian  

   DOB:        

  DOB:        

Are both parents in the home?   Yes   No  Married couple    Single     Divorced  

Siblings             

 

      DOB:        

  DOB:        

  DOB:        

  DOB:        

Number of family members in the home:_______ (check those residing in the home)      

MEDICAL INFORMATION 

Diagnosis:       (Office use only)  

Physician:       Date parents contacted:  

Clinic:  Family schedule:  

Insurance:       Home visit date:  

  
IFSP date:  

 
 

 
Location: 
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    Birth to Three Referral Form 

 

Page 2 of 2     S:\FamilyServices\FamilyServices\Referral Forms\B3 Referral Form - PRINTABLE.docx   9/28/2017 

 

 

 

Reason for referral 
Cognition (imitation, problem-solving, body parts, pointing, labeling, following directions):  dfdsdf 

       

  

  

  

  

 

Communication (how getting their needs met, # of words, environmental sounds, babbling, signs):   

       

  

  

  

  

 

Social/Emotional (behavior, react to other kids, tantrums, eye contact, joint attention, taking turns):   

       

  

  

  

  

 

Adaptive (feeding, self-care, dressing/washing, textures):   

       

  

  

  

  

 

Motor (when walking, balance, coordination, pincer grasp):   

       

  

  

  

  

 

 


