HENRY COUNTY HEALTH DEPARTMENT
1843 OAKWOOD AVE.
NAPOLEON, OHIO 43545
419-599-5545 Fax # 419-591-3064
CHILDREN WITH MEDICAL HANDICAPS (CMH)


                                                      REFERRAL FORM

Referring Agency: ____________________________   Date: _____________________

Address: _____________________________________________________________________________

Contact person: _______________________________________  Phone: __________________________

Reason for Referral: __________________________   Fax: _______________________

__________________________________________     E-Mail:_____________________

__________________________________________     Is family aware of referral? _____

Child’s Name                                                    Sex       DOB                               Race

____________________________________ M   F      ___________________________

____________________________________ M   F      ___________________________

____________________________________ M   F      ___________________________

PRIMARY CARE PHYSICIAN _________________________ Date of last visit______
Specialists: __________________________________________ Date of last visit______

Parent/Guardian/Mother’s Name: ____________________________ DOB___________

Parent/Guardian/Father’s Name: _____________________________ DOB___________

Parent/Guardian’s Address: ________________________ E-Mail___________________
City: ____________________________________________ OH   Zip _______________       

Phone (home):___________________________ Phone (work):_____________________
Phone (cell): ____________________________ Primary Language _________________

Which Services are you referring to?

_____BCMH         ______WIC    ______HELP ME GROW     ____OTHER__________

CMH Nurse Assigned_______________________________________ Date Received________________________
Initial Contact with Family:__________________________letter____  Phone______ Visit_______HCHD/CMH
Original /2/19/2009, 5/3/14,10/23

                                                                                                               



