
Referral Form 

 
 

 

 

 

 
 

Participant’s Name:  Participant ID:  

 

Referral Date: _______/_______/_______  
  

Referral Service □ Benefit Services □ Parenting Education 

(check one): □ Nutrition/Feeding □ Mental/ Behavioral Health 

 □ Crisis Intervention □ Education/ Employment 

 □ Substance Abuse □ Developmental Concern 

 □ Basic Needs 

□ Doula/Breastfeeding program 
 

□ BIH Fatherhood Program 

□ BIH Program 

□ Other_______________________ 

 
   

Referral Agency Type □ Collaborating Hospital  

(check one): □ Collaborating Medical Clinic  

 □ Non-Hospital Collaborating Agency 

□ San Bernardino Dept. of Public Health 
 

   

Referral Agency: _______________________________  
  

Referral Service Notes:  

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Referral Method (check one): □ Arrangement   □ Information  
  

Who was Referred: □ Mother of child 

(check one) □ Target child 

 □ Other members of household 
  

If a target child was referred, Child Name: __________________________________  

 

-------------------------------------------------------------------------------------------------------------------------------------------- 

 

Healthy Children and Resilient Families 

Resource Referral  

 

Date: ___________________     Service:  __________________________ 

 

 

Agency Name:  ____________________________________  

 

Address:            ____________________________________  

              ____________________________________ 

Phone Number:  ___________________________________ 


