
Infant Development Program 
6855 Market St., Box 2446 

                  Port Hardy, BC  V0N 2P0 
Ph. 250-949-8323 

Fax. 250-949-8344 
 Email: reception@nicccs.org 

                                                                                                                                                            
”Empowering People” 

REFERRAL FORM 
Referral Date: ____________________ 
 
Has parent/guardian been informed and agree to referral?  Yes □   No □ 
 
Child’s Last Name: ________________________ First Name: ________________________________ 

Birth Date (M/D/Y): ______________________Age: ___________ Gestational Age:______________ 

Male   □     Female    □ 

Parent/Guardian: ________________________________________  

Telephone: ____________________________    Ok to leave a message?   Y / N 

Cell: _________________________________ Text Only: Yes □   No □ 

Email: __________________________________________________ 

Street Address: _______________________________________PO Box# _________ 

City: _________________________________Postal Code ___________________ 

Reason for Referral: 
□ Early Birth □ Low Birth Weight □ Diagnosed Disability       □Monitor Development 
  
Support With:  
 □ Behaviour □ General Development □ Parent/Child Relationship 
 
Additional comments/information:  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 
For Office Use Only: 
Program:  □Morning Playgroup    □ Afternoon Playgroup      □Home Visiting 
□ client accepted service       □ declined service      □  follow up with referral source 
initial contact____________ 
 
 

 
Referral source: _____________________________Agency:______________Ph:___________________ 
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