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This form authorizes representatives of the LPS Early Childhood Team and the Referral Source to exchange information about myself and my child. 

Referral Source
Person making referral:________________________Email:____________________
Agency name:_______________________________________________________________
Address:___________________________________________________________________
Phone Number:______________________________________________________________

Child/Family Information
Child’s Name:______________________________ Gender:_______DOB:______________
Parent/Guardian:_______________________Email:________________________________
Address:___________________________________________________________________
Phone: _________________Primary Language:________________Interpreter Needed: Y  N

This form gives permission for the LPS Early Childhood Team to:
· Support families in accessing health services ie: medical, vision, hearing, mental health
· Conduct observations of my child in home/community settings and provide feedback 
· Provide strategies to address behavioral or developmental concerns
· Refer for developmental screening
· Connect families to additional supports/programs based on request ie: playgroups, childcare/voucher, educational and parenting support

Please check off other services your child/family receives:
Early Intervention ___	Special Education___	DCF___Preschool/daycare___Counseling___	
Other ___________________________________________________________________

Reason for referral:___________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

I understand someone from the LPS Early Childhood Team will be contacting me and keeping me updated about services and recommendations.

Parent/Guardian Signature:______________________________________Date:___________ 

This form is not to be considered as a request for and/or a consent for a special education evaluation.

 Please email or fax to LPS Early Childhood Department           
       Laurie Carney: lauriecarney@lowell.k12.ma.us 
image1.jpg




