Simcoe County Early Intervention Services

REQUEST FOR SERVICE

Service(s) Requested: 
1.                                                     3. _________________________
2.                                                     4. _________________________


Who Recommended This Service: _______________________________________________ 
Note to Parents:   The following information about your family will help us to better understand and assess your child and his/her needs.  All the information collected on this form is CONFIDENTIAL and can only be shared with your permission. 

Child’s Name:                                                           Birth date:                                  M/F _____
             (day / month / year)
Child’s Address: _____________________________________________________________ 

_____________________________________________________________ City:                                                                Postal Code:_______________                                

What name does your child go by: _______________________________________________                                                                                               

Child’s Health Card Number:                                                                Version Code: ________ 
Parent(s)/Guardian(s) Name:  __________________________________________________ 

(Please circle if parent or guardian).

Mother





Father

Address:   Same as Child.




  Same as Child.

                                                             
  _____________________________ 

 ______________________________
  _____________________________ 

 ______________________________
  _____________________________ 

 ______________________________
  _____________________________ 

Telephone:
 Home:                                                            Home: _______________________ 

 Business:                                                       Business: ____________________ 

Best Time to Call: __________________________                                                                                                                       

Languages Spoken at Home: ___________________________________________________ 

Has your child been diagnosed as having any condition or disorder?      Yes        No  
If yes, please explain. _________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

Has your child ever had their:

Hearing tested? Yes     No    When:                               If yes, results: _____________________ 

Vision tested?    Yes     No    When:                               If yes, results: _____________________ Teeth checked? Yes     No    When:                               If yes, results:_____________________    
February 2003
Why are you asking for this service? (What specific concerns do you have?) ______________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________ 

What type of information/assistance are you looking for at this time? (Please be specific) ____ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

What questions do you hope the service(s) will answer? (Please be specific)______________

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________

Other Services Involved/Already Requested: Please specify.  Please include private services.

Family Doctor                                        Occupational Therapist   ____________________ Paediatrician                                         Speech/Language Pathologist   _______________ Neurologist                                            Infant Development Worker    ________________ Audiologist                                            Healthy Babies Healthy Children ______________

Physiotherapist                                     Children’s Aid Society _______________________ Early Intervention Worker/Resource Teacher  ____________________________________ 

Family Support/Resource Worker ______________________________________________ 

Nursery School/Childcare Program _____________________________________________ Other Medical Professional    (please specify below)________________________________

Others not listed above: _______________________________________________________
____________________________________________________________

Completed By: ______________________________________________________________ 

Relationship to Child: _________________________________________________________
                                                                        

____________________
Parent/Guardian Signature




Date

Action Taken :







