
9/06 

 

 

Early Childhood Intervention  
An Affiliate of Texas Early Childhood Intervention 
 

Referral 
Travis County Programs: 

 
Any Baby Can – ECI 
Fax: 334-4465 

Easter Seals – ECI 
Fax: 514-6820 

Infant Parent Program -ECI 
Fax: 472-4008 

Surrounding Counties: 
ECI - PRIDE  
Fax: 512-244-8406 

Homespun – ECI 
Fax: 512-392-1628 

 
Child’s Full Name _________________________________________________ DOB____________________________  
 

Male / Female (circle one)       Ethnicity:   White      Black     Hispanic     Asian     Am. Indian     Other 
 

Parent/Guardian Name(s) ____________________________________________________________________     
 
Street Address _____________________________________Apt # ______ Name of Complex _______________________  
 
City_________________________________________________ ZIP Code ________________County ________________  
 
Phone (H) ____________________________ (W) ______________________________Other________________________  
  
Primary Language: _______________________________________           Interpreter Required?             Y            N 
 
PCP______________________________________ Insurance Info _____________________________________________  
 
Reason for Referral      □Speech/Lang □ Physical/Motor □ Vision/Hearing  □Medical 
 □Social/Emot □ Adapt/Self-Help □ Cognitive     □Global 
 
Referral Notes______________________________________________________________________________  
 
_______________________________________________________________________________________________________________ 

Referral Source Information (Necessary for follow-up with referral status for medical providers and for referral tracking.) 

Person 
Making 
Contact 

Name:   
 Relation to Child:  Family/Friend  Social Service  Childcare 
   ECI  Follow-Along  Other   

 How did you  Doctor  Childcare  Social Service 
 hear about ECI?  Flyer  TV/Radio  Presentation 
  Other:   

Referral 
Source 

Agency/Org./Office:   
Name of Person:   
Phone:   Address:   
Fax:   Email:   

 

For ECI Staff Use Only:  Date Referral Received:_______________  By:____________________   
    Method:   (circle one)         Phone   Fax   Person  Client #:________________ 
 


