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Referral to Primary Health Care Provider
Dear Parent/Caregiver:

Please take this form to your child’s Primary Health Care Provider. The bottom portion will be completed by the doctor.  Return the completed form to the center as soon as possible. If you have any questions or need assistance with the referral, please ask your advocate or home visitor.    

-Andrea Smith Health and Nutrition Content Specialist 
Estimados padres/Guardián: Por favor de llevar esta forma al Proveedor Primario de Cuidado de Salud de su Nino/a La parte de abajo será completa por el doctor.  Por favor devuelva esta forma al centro tan pronto como sea posible. Si usted tiene alguna pregunta o necesita ayuda con la referencia por favor pregúntele a su visitadora de hogar.   – Andrea Smith Especialista en contenido de salud y nutrición
	Student Name: Last                                First                          Middle
	Date of Birth (Month/Date/Yr)



	Center:                                                                                                   


	Room



	Address: Street, Apartment Number                           City         Zip Code


	Parent/Caregiver phone#:

	Reason for Referral:


	Referral made by (name)                          Title                        Telephone
	Date




HEALTH CARE PROVIDER SECTION
	Diagnosis



	Treatment



	Medication(s) Prescribed                                        Dosage and Schedule                               Duration



	Should activity be restricted in any way? □ No □ Yes               If yes, for how long?



	Child may return to school on: (date)
	Return Appointment Date (if any)


	Health Care Provider Name and Address (Print or Stamp)
	Signature of Health Care Provider
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