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Central Intake: 740.622.1552

Referrals to Coshocton County Help Me Grow may be made via telephone, fax, email, or mail to the following:



Help Me Grow



23720 Airport Road



Coshocton, OH 43812



Telephone: (740) 622-1552


Fax: (740) 622-0832



Email: sorban@coshdd.org
When sending referrals, please use this page and the following as your referral form(s).

Help Me Grow will attempt to contact the referral family within two business days AND send a referral follow-up form to the referral source within 45 days of the referral (with the exception of self-referrals).

Reason for Referral  (check one)

· Child (0-3) w/ suspected Delay or Disability:  please identify and explain concern in additional comments section 
· CAPTA: Children identified through Children’s Protective Services from substantiated cases of abuse or neglect
· Expectant First Time Mother
· First time mother (or father) whose baby is less than 6 months of age 
· Active Military Duty: Child (0-3) with a parent/caregiver in active military duty.
Additional Comments:

Is this also a referral to the Coshocton County Fatherhood Initiative (CCFI)?  Yes or No
Referral/Intake Form

Today’s Date _____________________
Person Making Referral ______________________________________________ 

Referring Agency _______________________________________________________________________________________




Your Address ______________________________________________________ Your Phone _________________________




Your Fax # __________________________ Your Email ________________________________________________________
Reason for referral ______________________________________________________________________________________

Is the family aware of referral?  Yes or No

Does PCSA have custody of child(ren)?  Yes or  No                               


For which service are you referring? (optional)

· service coordination/home visiting



· newborn home visit

· CAPTA

· Other: __________________________________

Child’s Name _________________________________________
D.O.B. _____________
Male or Female? ________

Child’s Name _________________________________________
D.O.B. _____________
Male or Female? ________

Child’s Health and Development / Family Concerns ____________________________________________________________

______________________________________________________________________________________________________
Parent/Guardian/Mother’s Name __________________________________________________________________________




Parent/Guardian/Father’s Name ___________________________________________________________________________

Parent/Guardian’s Address ________________________________________________________________________________ 

City ____________________________________________________________, Ohio
  
Zip ___________________




Phone Number: Home __________________________ Work _____________________________

Primary Language? ________________________

Comments:

******************************************************************************************************
Date Referral Received by Help Me Grow _______________________
 45-Day Timeline _____________________________

Person Taking Referral __________________________________

Date of Initial Family Contact __________ Letter or Phone? _________ Contact Made By _____________________________

Service Coordinator Assigned ____________________________________________ Date ____________________________
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