
 

Region 9  
Developmental Services 

(Early Intervention) 
Intake 

143 El Paso, Ruidoso NM  88345 
Phone:  (575)802-0297   FAX (575) 630-0326 

 

 

Date of Referral: 
Stamp Here:  

Referring Party: 
 

Has the family given verbal or written consent for this referral?                      Yes              No 
 
Child’s Information 

Child’s Name: 
 

DOB: 
_______Male 
_______Female 

SS# Medicaid #: 
 

 
Family’s Information 

Mother’s Name: 
 

Phone:  

Employer or School: 
 

Phone: 

Father’s Name: 
 

Phone: 

Employer or School: 
 

Phone: 

Home Address: 
 
Mailing Address: 
 
Other Children in the Home: 
Name: Age 
Name: Age 
Other Adults in the Home: 
Name: 

 
Background Information 

Language Spoken in the home?  
Did the child have difficulties at birth?  
Has the child had any major illnesses or injuries 
since birth? 

 

Does the child have difficulties in any of these areas? 
___Vision                                              ___Behavior                                                           ___Language/Communication 
___Hearing                                           ___Activity Level                                                   ___Learning 
___Motor                                              ___Social/Emotional                                              ___Medical  
Have any other evaluation been conducted?                   Yes                     No 
If yes, where?                                                                                   When? 
Is there a developmental diagnosis? 
If yes, what?                                                                                      Where?       
Were there services recommended?      Yes          No                       What Services?  
Did your child receive services?            Yes         No  
Date of last service? 

 

Thank you for your referral.                                                                                                                                       DS 10/19 


