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BABIES FIRST/CACOON
Date:     
Client aware of referral   FORMCHECKBOX 
yes  FORMCHECKBOX 
no 
                          
Primary Language:  FORMCHECKBOX 
English   FORMCHECKBOX 
Spanish   FORMCHECKBOX 
Other      
Child’s name:     


          DOB:     
Gender  FORMCHECKBOX 
M  FORMCHECKBOX 
F
First birth ?  FORMCHECKBOX 
Y  FORMCHECKBOX 
N

Parent(s)/Guardian(s) Name and DOB:     


Relationship if not parent     
Other children in home (names & dob)     
Home Address:     
Mailing Address:     
Primary Phone:     



Message Phone:      
Type of Insurance:  FORMCHECKBOX 
OHP(OHP#     )  FORMCHECKBOX 
Private    FORMCHECKBOX 
Uninsured
Primary Care Provider name and phone number:      
Birth Weight:         Length:       Head Circumference:     
Gestation:     
APGARS:     

Newborn Hearing Screening:   FORMCHECKBOX 
 passed   FORMCHECKBOX 
 failed

Reason for referral: 
Your concerns are (check all that apply)


Child/family is in need of:
 FORMCHECKBOX 
 Infant/child has medical condition (describe)

 FORMCHECKBOX 
Care coordination
 FORMCHECKBOX 
 Infant/child has delayed growth or development
 FORMCHECKBOX 
Medical condition monitoring
 FORMCHECKBOX 
 Substance abuse/drug exposed infant


 FORMCHECKBOX 
Developmental monitoring

 FORMCHECKBOX 
 Teen/Young Parent





 FORMCHECKBOX 
Assistance with transition to adulthood

 FORMCHECKBOX 
Maternal/Infant Bonding



            FORMCHECKBOX 
Assistance with housing/food/transportation

 FORMCHECKBOX 
 Neonatal Abstinence Syndrome
      FORMCHECKBOX 
At Risk    FORMCHECKBOX 
Actual  
Additional Information:      
Child is already involved with:
 FORMCHECKBOX 
 Behavioral Health/Counseling
 FORMCHECKBOX 
DD Program    

 FORMCHECKBOX 
 DHS/Child Welfare  


       FORMCHECKBOX 
DHS/Self-Sufficiency

 FORMCHECKBOX 
EI/ECSE    

 FORMCHECKBOX 
 Early Head Start/Head Start  
 FORMCHECKBOX 
 Family Building Blocks   
            FORMCHECKBOX 
 Healthy Families

 FORMCHECKBOX 
Housing  

 FORMCHECKBOX 
Private PT/OT/ST

            FORMCHECKBOX 
SSI



 FORMCHECKBOX 
TRIPLINK




 FORMCHECKBOX 
WIC



            FORMCHECKBOX 
Other      
Child has also been referred to:
 FORMCHECKBOX 
 Behavioral Health/Counseling
 FORMCHECKBOX 
DD Program    

 FORMCHECKBOX 
 DHS/Child Welfare  


       FORMCHECKBOX 
DHS/Self-Sufficiency
            FORMCHECKBOX 
EI/ECSE    

 FORMCHECKBOX 
 Early Head Start/Head Start  

 FORMCHECKBOX 
 Family Building Blocks   
            FORMCHECKBOX 
 Healthy Families

 FORMCHECKBOX 
Housing  

 FORMCHECKBOX 
Private PT/OT/ST

            FORMCHECKBOX 
SSI



 FORMCHECKBOX 
TRIPLINK




       FORMCHECKBOX 
WIC



            FORMCHECKBOX 
Other      
Referred by:                             Office/Agency:     
Phone:     

Fax:     
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EARLY CHILDHOOD NURSING REFERRAL


MARION COUNTY HEALTH DEPARTMENT


(Temporary Location)1660 Oak St S.E, Salem, OR  97301


PO Box 13309, Salem, OR 97309 


(503) 373-3781, FAX (503) 566-2948


http://www.co.marion.or.us/HLT/PH/ECT














