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Community Based Care: Hardee, Highlands & Polk Counties




Service Referral for Children


Referred To Agency:                  EMAIL REFERRAL TO   hfcmhreferral@heartlandforchildren.org  
	 FORMCHECKBOX 
  
	
	
	
	
	
	


Referred From:

	 FORMCHECKBOX 
  CHS
	 FORMCHECKBOX 
  DEV
	 FORMCHECKBOX 
 GCCC
	 FORMCHECKBOX 
  KHU
	 FORMCHECKBOX 
 CPI / DCF
	 FORMCHECKBOX 
  HFC

	PI/Case Manager Name: 
	Phone No.: 

	Supervisor Name:   
	Phone No.:   


Referral For (Check Appropriate Box and Specify Name):

	 FORMCHECKBOX 
  Child:
	 FORMCHECKBOX 
  Parent:
	 FORMCHECKBOX 
  Both
	   
	
	


Childs Information:

	Name: 
	Date of Birth:         

	Gender:       FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female
	Social Security No.: 

	Child Resides With:   FORMCHECKBOX 
  Parent   FORMCHECKBOX 
  Caregiver
	Medicaid ID No.: 

	Name:
	Date of Birth:         

	Gender:       FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female
	Social Security No.:

	Child Resides With:   FORMCHECKBOX 
  Parent   FORMCHECKBOX 
  Caregiver
	Medicaid ID No.:

	Name:
	Date of Birth:         

	Gender:       FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female
	Social Security No.:

	Child Resides With:   FORMCHECKBOX 
  Parent   FORMCHECKBOX 
  Caregiver
	Medicaid ID No.:


Parents Information:

	Name:
	Home Phone:

	Address:
	Cell Phone:


Care Giver’s Information (Child’s Current Placement) if applicable:
	Name: 
	Home Phone: 

	Address: 
	Cell Phone: 


Care Giver Type:
	 FORMCHECKBOX 
  Relative
	 FORMCHECKBOX 
  Foster Care
	      FORMCHECKBOX 
 Facility
	      FORMCHECKBOX 
 Non relative
	      FORMCHECKBOX 
 In Home
	
	
	


Reason for Referral: 
	 FORMCHECKBOX 
  Physical Abuse
	 FORMCHECKBOX 
  Sexual Abuse
	      FORMCHECKBOX 
 Other Trauma
	
	
	


Has the Child demonstrated or experienced any of the following behaviors and or issues?
	 FORMCHECKBOX 
  Child has been removed from home
	 FORMCHECKBOX 
  Adjustment Issues

	 FORMCHECKBOX 
  Anxiety
	 FORMCHECKBOX 
  Temper Tantrums

	 FORMCHECKBOX 
  Fear
	 FORMCHECKBOX 
  Sleep Difficulties

	 FORMCHECKBOX 
  Dangerous to Others
	 FORMCHECKBOX 
  Suicidal Threats/Suicidal Gestures

	 FORMCHECKBOX 
  Dangerous to Self
	 FORMCHECKBOX 
  Alcohol/Substance Abuse

	 FORMCHECKBOX 
  Bedwetting/Soiling
	 FORMCHECKBOX 
  Sexually Inappropriate

	 FORMCHECKBOX 
  Physically Aggressive
	 FORMCHECKBOX 
  Other:  


Referred by Signature: ____________________________________Date of Referral: _____________
 Please email (document protected) to:
hfcmhreferral@heartlandforchildren.org
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
HFC Use:
Initial Appointment Date:  
_______________________

Time: __________________
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