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	The purpose of this form is to ensure that all children referred directly to a Program (not through the EI Referral Line) have an EI Referral Identification (ID) number.  Within one week of receiving a direct referral, complete the “Child Information” section and fax this form to the EI Referral Unit (594-0073).  The EI Referral Unit will assign an ID number and fax the form back to the Program within three (3) working days.  Upon receipt, input the ID number into the EIS database.

	Date Form Sent to EI Referral Unit:
	     

	

	EI Referral ID Number:
	     

	

	Child Information
	Part C Referral Date:
	     

	First Name:
	     
	Last Name:
	     

	Date of Birth:
	     
	Gender:
	 FORMCHECKBOX 
  Male
	 FORMCHECKBOX 
  Female

	Referral Source:

                                                                                                            
	 FORMCHECKBOX 
 Parent    FORMCHECKBOX 
 Physician    FORMCHECKBOX 
 CWS Home Visiting   FORMCHECKBOX 
 DOH Home Visiting    FORMCHECKBOX 
  Early Head Start       

	
	 FORMCHECKBOX 
 Preschool/Childcare    FORMCHECKBOX 
 PHN    FORMCHECKBOX 
 DHS-CWS   FORMCHECKBOX 
 * 
	 FORMDROPDOWN 


	
	

	EI Referral ID Number:
	     

	

	Child Information
	Part C Referral Date:
	     

	First Name:
	     
	Last Name:
	     

	Date of Birth:
	     
	Gender:
	 FORMCHECKBOX 
  Male
	 FORMCHECKBOX 
  Female

	Referral Source:
	 FORMCHECKBOX 
 Parent    FORMCHECKBOX 
 Physician    FORMCHECKBOX 
 CWS Home Visiting   FORMCHECKBOX 
 DOH Home Visiting    FORMCHECKBOX 
  Early Head Start       

	                               
	 FORMCHECKBOX 
 Preschool/Childcare    FORMCHECKBOX 
 PHN    FORMCHECKBOX 
 DHS-CWS   FORMCHECKBOX 
 *
	 FORMDROPDOWN 



	EI Referral ID Number:
	     

	

	Child Information
	Part C Referral Date:
	     

	First Name:
	     
	Last Name:
	     

	Date of Birth:
	     
	Gender:
	 FORMCHECKBOX 
  Male
	 FORMCHECKBOX 
  Female

	Referral Source:
	 FORMCHECKBOX 
 Parent    FORMCHECKBOX 
 Physician    FORMCHECKBOX 
 CWS Home Visiting   FORMCHECKBOX 
 DOH Home Visiting    FORMCHECKBOX 
  Early Head Start

	
	 FORMCHECKBOX 
 Preschool/Childcare    FORMCHECKBOX 
 PHN    FORMCHECKBOX 
 DHS-CWS   FORMCHECKBOX 
 * 
	 FORMDROPDOWN 



*Refer to back for listing of other referral sources
Other Referral Sources:

Other:  write in if not on the list

DOE

Domestic Violence Agency

Domestic Violence Shelter

Homeless Family Shelter

Other Clinic

Other Family Member

Other Healthcare Provider

Other Public Health Agency

Other Public Health Provider

Other Social Service Provider

Resource Caregiver (Foster Parent)

State of Hawai‘i Department of Health


Early Intervention Section
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Request for Early Intervention (EI) Referral Identification Number
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