Child Find/Early On®  Referral
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Chippewa, Mackinac, & Luce Counties

· Please use this form to refer a child with a

suspected handicapping condition or developmental delay  

· A parent signature is requested for paper referrals
· Parent permission is requested for electronic referrals

Child’s Name:                                                                  Birthdate   



         Gender:  M ___   F ____


Phone 






    Parents Native Language: __________________   Interpreter needed:   FORMCHECKBOX 
 yes   FORMCHECKBOX 
  no
Parents:  Name 












Relationship 










Address:  _________________________________________________________

               City: ___________________________County: ______________________ Mi.  Zip:__________________
              Which school district does the child live in?    







   


   


Areas of concern:   FORMCHECKBOX 
hearing    FORMCHECKBOX 
 vision    FORMCHECKBOX 
speech   FORMCHECKBOX 
thinking skills     FORMCHECKBOX 
health  FORMCHECKBOX 
emotional/social development   
                                FORMCHECKBOX 
 physical growth    FORMCHECKBOX 
  feeding/eating   FORMCHECKBOX 
 environmental  FORMCHECKBOX 
other: ______________________
Parents Signature ________________________________________    Date: _____________

Electronic Referrals:  Parent permission is verbally obtained:   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Please Return to:                                                      Referring Person:
Jessica Savoie                                                               Name:  
Early On Program Coordinator                                       Title:      
315 Armory Place, PO Box 883                                               Address: 

Sault Ste Marie Mi 49783                                                                            
906-632-3373 ext. 142
jessicas@eup.k12.mi.us                                           Phone:  
Referral Response: (For Early Childhood office use)
 FORMCHECKBOX 
  Notification of referral, health status, developmental history: sent on:  ______________
 FORMCHECKBOX 
  Consent to evaluate sent on: _______________________

 FORMCHECKBOX 
  Family Rights book sent on:  ________________________

 FORMCHECKBOX 
  Family Guide book, part 1  sent on: ________________________

 FORMCHECKBOX 
  Interim service coordinator __________________________    Date: ______________
 FORMCHECKBOX 
  Area Coordinator __________________________________   Date: ______________
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