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REFERRAL TO HEALTHY START / HEALTHY FAMILIES / WOMEN’S INTERVENTION SPECIALIST
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Please advise all potential participants that Healthy Start and Healthy Families services are provided free of charge and are 100% voluntary for parents who are expecting a baby or have a newborn. Healthy Start and Healthy Families can give parents extra help and encouragement at a time when they may feel overwhelmed. These programs help parents learn about prenatal care, immunizations and well-baby care, breastfeeding and nutrition, how a baby grows and develops, parenting, fun activities for parents and babies, and how to find community services for parents and babies. For additional information, call Healthy Start at (386) 254-1226.
PLEASE FAX THIS FORM TO (386) 947-2468
Please fill out form completely and type or print legibly.
Consent for Release of Information

Florida law requires that information contained in medical and/or client records be held in strict confidence and is not to be released without written authorization. The authorization you sign on this page will remain in effect for two years from today’s date or until you/or your children no longer require services from Healthy Start or Healthy Families. You have the right to withdraw your authorization at any time.

I, _____________________________, authorize   ______________________________________

      (Referral Agency Name, Address, and Phone Number)

to disclose to Healthy Start / Healthy Families information contained on this referral form and receive follow-up information from Healthy Start / Healthy Families.

___________________________
________
___________________________
________

Signature of Participant/Parent
Date

Staff Requesting Information
    
Date

Date of Issue of Referral: _______________
Date Faxed to (386) 947-2468: _______________

1. Parent Information:
Parent’s Name: _____________________________
DOB: _____________ SSN: ______________

Infant’s Name: ______________________________
DOB: _____________ SSN: ______________

Address (street address, city, state and ZIP code): ___________________________________________

Phone Number (including area code): ____________________________

Pregnant?
Yes / No
If yes, trimester of pregnancy: ______ Estimated Due Date: ___________

2. Reason for Referral (one or both):  FORMCHECKBOX 
Healthy Start/Healthy Families  FORMCHECKBOX 
Women’s Intervention Specialist (WIS)
3. Comments:
	

	

	


4. Referral Made By:
	Name:
	Agency: 

	Title:
	Address:

	Program:
	Phone:


My signature below indicates that I want to be contacted by the Healthy Start and/or Healthy Families Program.

________________________________________________
____________________________

Parent’s Signature






Date

Revised: May 30, 2012 

