Imperial County Home Visiting Program+
Referral Form

This information will be shared with the Imperial County Public Health Department Home Visiting Program. By
signing, | agree to have my information shared with this agency.  Sign Here

Referring Agency Information:

Agency Name: Date Referred:
Agency Referral Person:
Phone Number: (__) -

Individual’s Information (individual who is being referred to the Imperial County Home Visiting program):

First Name: Last Name:
City individual resides in: (check only one) LIEI Centro LI Holtville L1 Imperial L] Seeley [1 Heber
Home Phone: (_ ) - Work Phone: (_ ) - Cell Phone: () -
Status (check one):
L] Pregnant Expected Date of Delivery (EDD) / /
L] Post Partum - number of weeks of infant (s) (infant(s) needs to be younger than 2 weeks old

to be screened for the program)

Comments:

Tear off bottom portion and provide referral tear-off to the potential participant to present to Imperial County
Home Visiting Program staff and submit via fax (760) 482-4460 or call for pick up (760) 482-4917

The Imperial County Home Visiting Program is a service for pregnant women or those who have
. anewborn. Our team can assist you in getting your baby off to a healthy, happy start.

Imperial County Home Visiting (ICHVP) Program:

Address: Imperial County Public Health Department
935 Broadway Ave. El Centro CA
Contact: Angela Ramirez (760) 482-4879 or Yolanda Bernal (760) 482-4917

(Name of mother referred to ICHVP)

Referring Agency Name: Date Referred:

*Imperial County Home Visiting Program an Affiliate of Healthy Families America rev 9/28/12
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