REFERRAL TO HELP ME GROW FROM PCSA FORM 

This form must be used to make a referral from any Public Children’s Services Agency in the state of Ohio to Ohio’s Help Me Grow Programs for children under age 3 (8-2011; memo #11-11)

Referring Agency Information 

Logan County Children Services



Date of Referral:
1855 St Rt 47 W 
Bellefontaine
Ohio
43311
Caseworker Name:

Caseworker’s Phone:



Caseworker’s Email: 

Supervisor’s Name: 
Supervisor’s phone:



Supervisor’s Email:






Child Referring into HMG Information

Child’s name:



Gender:

   
Race:


Child’s date of birth:

Child’s current living arrangements:
Biological Parent(s)
 Foster Parent
   Family/Kinship          Other        

Adult’s name currently with child:

Phone number where child is currently living:

Address where child is currently living:

Biological Parent Name:





Biological Parent Date of Birth:

Biological Parent Address:

Biological Parent Phone:





Primary Language Spoken:

Program Referral Information

	Child is being referred into: (Select one)
	
	Early Intervention Program  
	
	Home Visiting Program


Reason for Referral: (Must select at least one for the referral to be accepted)
	
	CAPTA: Child is a victim of substantiated abuse or neglect

	
	If yes, is this child in protective custody?
	Yes
	
	No
	
	

	
	CAPTA: Child was born affected by illegal substance abuse or has been diagnosed with drug withdrawal   symptoms by a physician resulting from prenatal drug exposure. Please see attached Physician or Hospital Report. 

	
	

	
	CAPTA: Child is in a family with an Alternative Response Family Service Plan where Services are required. 

	

	
	Home Visiting: Child is in a family with an Alternative Response Family Service Plan where Services are recommended.

	

	
	Other: In a home where there was a substantiated report of abuse or neglect.


Other Information which will make connecting easier
	
	Yes, there are other children in this child’s home under the age of three.

	

	
	Yes, the child is homeless. Contact here:
	

	

	
	Yes, this child’s biological parent(s) is incarcerated. Contact here:
	

	

	
	Yes, child’s biological parent(s) rights have been permanently terminated.

	

	
	Yes, this child has a plan in place/planned to be re-unified with his/her parent.

	

	
	Yes, this is currently an open case.

	

	
	Yes, other information which would be helpful is included. Please specify:
	


OFFICE USE ONLY
	Referral Contact Date

______/______/______
	Referral Contact Method

_ In person    _ Phone

_ Letter          _ No Contact
	Contact Outcome

_ Response        _ Mailed

_ No Response

	Referral Outcome Date

______/______/______
	Referral Outcome:

_Assign SC/HV                     _Child already                    _ Family not interested

_Child/family referred w/in 45days of 3rd birthday 

_ Child/family not eligible for HV Program                  _ Child/family could no longer be located


	Logan County’s Birth to Three Services – Central Intake & Referral

	In order for our Central I&R staff to best determine which services the family may be eligible for, please check ALL that apply.  Someone will then contact the family to advise them of any additional services they may be eligible for.

	
	
	First time parent (either mother and/or father)

	
	
	Teen parent (under age 20)

	
	
	Mother is prenatal

	
	
	Child is under 6 months of age

	
	
	Child is a newborn less than 6 weeks old (check all that apply)

	
	
	
	
	Late pre-term baby – born at 34-37 weeks gestation

	
	
	
	
	Baby is/was transferred to level 3 hospital

	
	
	
	
	Maternal history of alcohol or other drug use

	
	
	
	
	Fewer than 5 prenatal visits (includes no prenatal care)

	
	
	
	
	Community report (including CSB) to hospital for concern of child’s well-being

	
	
	
	
	Maternal history of mental health concerns

	
	
	
	
	Developmental or physical disability of mother

	
	
	
	
	Presence of other medical conditions of the mother/child

	
	
	Significant concern regarding child’s development (please check on of the following)

	
	
	
	
	A developmental screening has been done and indicates possible delay

	
	
	
	
	No recent developmental screening completed

	
	
	Child has a medical condition tha twill likely result in a developmental delay
	What is it?
	

	
	
	Low income – Family receives some form of public assistance such as Medicaid, food stamps, WIC, etc.

	
	
	Family is currently or has been enrolled in Help Me Grow in the past. 
	If so, what county?
	

	
	
	Family is currently enrolled in Early Head Start Services

	
	
	Parent is in active military duty 

	
	
	Family has multiple social service needs

	


Thank you for your referral to Logan County Birth-3 Services.
Submit Referral information to

Project Child/ Help Me Grow

PO Box 710, Bellefontaine, OH 43311

937-292-3041 (phone)

937-592-7001 (fax)

ssnyder@logancbdd.org 
OFFICE USE ONLY
	Potential referrals to services the family may be eligible for
	Date referral made
	Family declined referral
	Staff Initials

	

	
	
	Newborn Home Visit (LCHD)
	
	
	

	
	
	OCTF/ FCFC NBHV
	______________
	__________________
	__________

	
	
	EHS NBHV (only if enrolled EHS)
	______________
	__________________
	__________

	

	

	
	
	Early Head Start Home Visiting (CORS)
	______________
	__________________
	__________

	

	

	
	
	Help Me Grow
	
	
	

	
	
	Part C (LCBDD)
	______________
	__________________
	__________

	
	
	Service Coordinator Assigned:
	
	

	
	
	Home Visiting (CORS)
	______________
	__________________
	__________

	
	Home Visitor Assigned:
	
	

	

	

	
	
	Child Find
	______________
	__________________
	__________

	


