
Adams County Coordinated Identification and Referral System
Care Coordination
In order to give you the best care we can, it may be helpful to speak with others in order to provide your child and your family the most supportive care possible.   Please list below the people that we may be required to speak with and/or those that you might like us to talk to.  Please provide as much information as possible.  You will sign a formal permission (that can be cancelled at any time) prior to us contacting those listed below.  Thank you.

	Healthcare Provider: _    _____________________________
Name of Practice:  __________________________________
Phone: ___________________________________________
Fax: _____________________________________________                    
	School District: ____________________________________
Contact Person: ____________________________________
Phone: ___________________________________________
Fax: ______________________________________________


	Child Care/Preschool: ________________________________
Director: __________________________________________
Phone: ___________________________________________
Fax: _____________________________________________
	Early Intervention Resource Coordinator:________________
Name of Organization: _______________________________
Phone: ___________________________________________
Fax: _____________________________________________


	Social Services (County): _____________________________
Caseworker: _______________________________________
Phone: ___________________________________________
Fax: ______________________________________________

	Occupational Therapist: ______________________________
Name of Organization: _______________________________
Phone: ___________________________________________
Fax: _____________________________________________

	GAL: _____________________________________________
Name of Practice:  __________________________________
Phone: ___________________________________________
Fax: _____________________________________________

	Speech Therapist: __________________________________
Name of Company: __________________________________
Phone: ___________________________________________
Fax: _____________________________________________


	Mental Health Therapist: _____________________________
Name of Company: _________________________________
Phone: ___________________________________________
Fax: _____________________________________________

	Psychiatrist: _______________________________________
Name of Company: __________________________________
Phone: ___________________________________________
Fax: _____________________________________________

	Physical Therapist: __________________________________
Name of Company: __________________________________
Phone: ___________________________________________
Fax: _____________________________________________

	Home Visitor: ______________________________________
Name of Practice:  __________________________________
Phone: ___________________________________________
Fax: _____________________________________________

	Family or Friend: ___________________________________
Phone: ___________________________________________
	Other: ___________________________________________
Phone: ___________________________________________
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