Healthy Families New York/Home Visiting Program

Service Referrals

Make entries on this form each time a family member is referred to a service that will be provided by another agency or another program
within your agency. Services provided by your Healthy Families program are not referrals. A referral consists of either making arrangements

for a participant to receive services or providing information/discussion about specific providers so that the participant can make

arrangements herself. Workers will be responsible for determining the outcomes of those referrals and entering them on this form. Only one
referral should be entered on each line. If you refer more than one person to a service complete one line for each individual. This is a two-
sided form. Codes used on this form are found on the back.

1. Primary Caretaker 1’s Identifier

Leave blank if prior to Enrollment

2. Worker’s Name

Last Name (3 let) Fl Birth Date (Month/Day/Yr) Date of Intake (Month/Day/Yr) First Last
4. Family 9. Reason Initials of
3. Service Member 5. Nature 6. Referral 7. Services 8. Date Not Data Entry
Code Referred of Referral Date Received Started Received | 10. Agency Providing Service (Local Operator
Use)

(Enter one | (Enter one (mm/ddlyy) (mm/ddlyy) (Enter one Refer | Refer
code per code per code per Start | Done
referral) referral) referral)

[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No
[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No
[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No
[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No
[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No
[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No
[ 1. Arrangements [ ]Yes
[ ] 2. Inform/Discuss [ ] No

Reviewer Initials

Date Reviewed
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SERVICE CODES

Health Care

Adult primary care
Child primary care
Dental services
Family planning
HIV testing

IHAP

EIP

Attention Deficit/Hyperactivity/Behavior Disorder
Immunization

. Lead assessment/testing or follow-up services

. Prenatal care

. Postpartum care

. Pregnancy testing

. Public health nursing

. STD testing

. Family/Child Health Plus

. Developmental screening and services
. Other health service

. Breastfeeding Support

. Smoking Cessation
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Nutrition

19. Food pantry/Food Coop/Discount Food
20. WIC

21. Nutritional counseling

DSS/HRA

22. TANF/AFDC/Home Relief
23. Food Stamps

24. Medicaid

25. Emergency Assistance

26. SSI

27. HEAP
28. Child Protective Services
29. Preventive Services

Family and Social Support Services
30. Childbirth education

31. Parenting education/training

32. Day care/baby-sitting

33. Parent aide services

34. Recreational services
61. Head Start
64. Fatherhood Services

Employment, Training and Education
35. Adult basic education

36. ESL (English as Second Language)

37. GED preparation

38. Special education

39. Vocational or job skills training

40. College

41. Other educational services

42. Job readiness/employability skills
43. Job search and placement assistance
44, Work experience

Counseling and Support Services
45, Psychiatric or psychological treatment
46. Other mental health counseling

47. Domestic violence services

48. Substance abuse services

49. HIV support/counseling

50. Support groups

62. Mediation

Concrete Services

51. Clothing, furniture, other household items
52. Housing assistance/emergency shelter

53. Transportation

Other Services

54. Legal services

55. Money Management
56. Immigration services
57. Translation services
58. Other services (specify)
63. Case Management

FAMILY MEMBER REFERRED

01. Primary Caretaker 1

02. Primary Caretaker 2

03. Biological parent (not PC2)
04. Boyfriend, girlfriend, partner
05. Step Parent

06. Target child

07. Other child

08. Other relative

09. Non-relative

10. Other (specify)

NATURE OF REFERRAL

1. HV worker made contact with provider/service and/or
arrangements for family member to receive service.

2. HV worker provided information/discussion about
specific providers to family member with the intent
that the family member would make arrangements to
receive the service.

REASON CODES
01. Service not available
02. Participant not eligible for service
03. Participant rejected for service
04. Participant did not follow through
05. No transportation available
06. Parent won’t give consent
07. Child care unavailable
08. Unable to speak English
09. No health insurance
10. Geographically inaccessible
11. Insufficient participant resources
12. Other (specify)
13. Already receiving service/Referred by another agency
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