
Ohio Early Intervention and Help Me Grow Home Visiting  
Program Referral Form 

 
_____________________________________________________________________________________________
*For Staff use only if referral sent to FCFC:* 
 
Date forwarded to Central Intake: ___________________ Sent Via: __________________________________     
 
Signature: ______________________________________        Date:_______________________ 

 

 

 

 

 

 

 

Child’s Demographic Information: 

First Name: 
 
 

Last Name: Child DOB 

Due Date 
 
 

Sex 
         F                   M 
 

Referral Source: 

Name of Current Physician: 
 
 

Other Professionals Involved Name of School District 

Primary Caregiver Information: 

Primary Caregiver Last Name 
 
 
 

Primary Caregiver First Name Relationship to Child Phone 
 
 

Secondary Caregiver Last Name 
 
 
 

Secondary Caregiver First Name Relationship to Child 
 
 

Phone 
 

Street Address 1 
 
 

Street Address 2 City State                   Zip 
 OH 

Autism Concern or DX: 
 
    Y                  N 

Call:     Y         N 
 
Text:    Y         N  

Best Day to Call: 
M,   T,   W,   R,    F 

Best Time to Call: 

 

Reason for Referral/Other Details: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

*NEW* Central Referral Intake Information 

Please send ALL referrals: 

Via email to: HMGreferrals@helpmegrow.org 
Via Fax to: 937-208-8391 

Or by phone to: (937)- 208- GROW (4769) 

You can also visit their website at www.hmgbf.org 

mailto:HMGreferrals@helpmegrow.org
http://www.hmgbf.org/

