Regional Center of the East Bay
Early Start Referral for Interagency Service Coordination ® Alameda/Contra Costa County

Internal Use Only

Referred to
RCEB
SELPA:

ASAP

Children referred at

30+ months:

|:| Discussed transition to

school district for preschool

services

|:| Parent declined referral to

LEA at intake

School
district declined acceptance

of referral at intake

Sent To:

Transition

Name

Agency

Date

Delivery Method

Attempts to contact:

Child’'s Name AKA

Last First Middle

OF OM  DOB SSN Ethnicity

Student # District/SELPA

Foster

0 Parent [ Legal Guardian [ Family 0 Other

Lives with

Name

Address

Phone

Home Phone Work Phone Cell Phone

E-mail Best time to call:

Other Contact Person
(Name / Relationship to Family)

Address Phone

If Child is a Court Dependent, Children &
Family Services Worker’'s Name & ID #

Agency Address

Phone Fax Phone #

If foster child: Who holds educational rights? If not parents, have birth parents’

educational rights been terminated or limited? O Yes* [ No

* Please provide written documentation

Birth parent: Name Phone

Address

Language(s) spoken in Child’'s Home (%) Interpreter Needed? [ Yes O No

Does Family Have Interpreter? [ Yes [ No Name Phone

Birth Status:
Vaginal
C-Section

Any Complications:

MEDICAL & BIRTH INFORMATION
Apogars

Birth Weight Gestational Age
Transferred to:

Hospital; Born:

Birthplace (city & state)

Hospital Days Discharge Date Medical Insurance? [ Yes [ No
Pediatrician Phone

Insurer Medical Record #

Current or Prior Services & Agency child is involved with

Submit the following relevant documents for referred child; [X]:only if attached; Documents Requested ™
[ Birth / Discharge Summary [ Current Medical Reports [ Court dependency report 1 Genetic Report

1 Developmental Report

Early Start Interagency Referral

1 Speech, OT, or PT Evaluation 1 Verification of Adoption Status
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Regional Center of the East Bay

Statement of Need: (diagnosis and/or development needs)

Parent Description of Needs

Caller's Name Position

Primary Referral Source (Agency, Institution, Program, Individual)

Has parent received Parents’ Rights & Responsibilities?

Has parent been provided information on the Family Resource Network / CARE Parent Network?

Phone

J  Yes J  No
J  Yes 0 No

and they agree to participate in program,

CONSENT: Verbal or written consent by Parent / Legal Guardian is required prior to this referral.
Referral cannot be processed if this is not completed.
1. Verbal consent has been obtained from parent / legal guardian for referral of infant to:
Regional Center of the East Bay
2. | hereby give consent for my child to be referred to

Parent / Legal Guardian Signature

Referral Form Completed By

and, if eligible, | agree to participate in

program. | also consent

to the exchange of verbal or written information between qualified professionals from

and the referring agency listed above.

Date

Date

Phone

ELIGIBILITY CRITERIA FOR REFERRAL. Please check either #1, #2, or #3. Please explain under Diagnosis/Developmental Issues (page 1).

1

EXHIBITING SIGNIFICANT DEVELOPMENTAL DELAY.
HIGH RISK INFANT (Due to multiple risk factors) — identify below

INFANT WITH ESTABLISHED RISK CONDITION resulting in developmental disability.
(i.e., Down syndrome, Cerebral Palsy, Mental Retardation, Autism, Epilepsy)

High risk for a developmental disability also exists when a multidisciplinary team determines
that the parent of the infant or toddler is a person with a developmental disability and the
infant or toddler requires early intervention services based on evaluation and assessment as

specified in Section 52082 and Section 52084.

MEDICAL RISK FACTORS

Prematurity less than 32 weeks gestation and/or low birth weight of less than
1500 gm.

Assisted ventilation for 48 hours or longer during the first 28 days of life.

Biomedical insult, including but not limited to: injury, accident or illness which
may seriously or permanently affect developmental outcome.

Small for gestational age: below the third percentile on the National Center
for Health Statistics growth charts.

Multiple congenital disorders which may affect developmental outcome.

Prenatal exposure to known teratogens.

Asphyxia neonatorum associated with a 5-min Apgar score of 0 to 5.

Severe and persistent metabolic abnormality, including but not limited to:
Hypoglycemia, acidemia, and hyperbilirubinemia in excess of the usual
Exchange transfusion level

Prenatal substance exposure, positive infant neonatal toxicology screen, or
symptomatic neonatal toxicity or withdrawal.

Neonatal seizures or non-febrile seizures during the first three years of life

Central nervous system lesion or abnormality.

Clinically significant failure to thrive, including but not limited to: weight
persistently below the third percentile for age on standard growth charts, or less
than 85% of the ideal weight for age, and/or acute weight loss or failure to gain
weight with the loss of two or more major percentiles on the growth curve.

Central nervous system infection

Persistent hypotonia or hypertonia, beyond that otherwise associated with a
known diagnostic condition.
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	Signature

