
 

 

CLARE-GLADWIN EARLY ON – REFERRAL 

 
Return completed form to Brandi Warner: 

fax: 989-386-6840 | email: bwarner@cgresd.net | phone: 989-386-8612 
 

  Today’s Date:     
 

    Child’s Name:     DOB:   Age:     

 

Premature?   Yes or No   / How many weeks?        Gender:  M or F 

 

Name of Parent (s):    _______________ 
 

Address:    ____ 
 

Home Phone:    Message Phone:    ____________ 

 

Health Care Provider:     
 

Referring Person:     Phone:   __________________

  If parent referred, how did they hear about Early On: 
 

 
Reason for Referral /Concerns: 

 

 
 
 
 

Reports/Information included with this referral: 

  IDA Report      Ages and Stages Questionnaire    Health/Medical 

  Other:   ___________________________________________________________ 
 

I am aware of this referral to Clare-Gladwin Early On and give my permission to   

share information listed above. I understand that someone will be contacting me. 
 

Parent/Guardian Signature   Date:    

  For Office Use Only: 

-------------------------------------------------------------------------------------------------------------------------------- 

 
Date referral was received by EO Coordinator:    _______________________________ 

 

Referral was made by    mail   phone   email 

 
If referral was made over the phone by someone other than a parent/guardian, was parent aware of the referral? 

Yes or No 

 
Documentation of Attempts: 

 

Date of first contact: 

Date of parental verbal consent for EO assessment: 

mailto:mshepard@cgresd.net

