
Cochrane Temiskaming Infant and Child Development Program 
   Programme de développement du nourrisson et de l’enfant de la région de Cochrane Temiskaming 

www.ctrc.on.ca        A Program of the Cochrane Temiskaming Resource Centre      general@ctrc.on.ca 

 
Head Office    PO Box 368  
600 Toke Street A-18 Aurora Avenue 7 Aurora Avenue Box 7 6 Tweedsmuir Road 60 Scott Street Unit 2 JAMES BAY REGION 
TIMMINS COCHRANE KAPUSKASING KIRKLAND LAKE NEW LISKEARD MOOSE FACTORY 
P4N 6W1 P0L 1C0 P5N 1J6 P2N 1H9 P0J 1P0 MOOSONEE 
705-267-8181 705-272-2917 705-335-8300 705-567-3598 705-647-7607 705-272-2917 
Fax: 705-264-4255 Fax: 705-272-2909 Fax: 705-335-2522 Fax: 705-568-8190 Fax: 705-647-5177 Fax: 705-272-2909 

 

 
 

REFERRAL FORM 
 

Services are provided to infants and children until school entry  
 
Date of Referral: __________________________ 

Name of Child:_______________________________________  Date of Birth:______________________ 

Gender: ☐ Female ☐ Male                 Chronological Age: _________________ 

Preferred Language of Service:   ☐ English ☐  French 

Mother’s Name: __________________________       Father’s Name:__________________________ 

Telephone Number(s):_____________________ _ Telephone Number(s): ____________________ 

Email Address: ____________________________ Email Address: __________________________ 

Lives with Parents:  ☐Yes     ☐ No 

Child’s Address:_______________________________    City:______________  Postal Code: __________ 

Telephone Number(s):__________________________              PO Box: ______________ 

Name of Legal Guardian: ________________________________________________________________ 

Telephone Number(s):____________________________ 
 
REASON FOR REFERRAL  (Please check each item that applies) 
 

☐Developmental Delay: Please give details: _________________________________________________ 
    ___________________________________________________________________________________ 

☐  Premature:  Gestational Age:___________________   Birth weight:  ____________________ 

☐  Periventricular Bleed ☐  Respiratory Distress  ☐  Retinopathy of Prematurity 

☐  Feeding Issues  ☐  Motor Delay/Abnormal Muscle Tone 

☐  Seizure   ☐  Prenatal Exposure to Drug/Alcohol 

☐  Diagnosis:__________________________________________________________________________ 

☐  Psychosocial Risk  ☐ Language Delay  ☐ Social Communication Delay 

☐  Medical: ___________________________________________________________________________ 
Additional Information:  
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Other Services Involved:_________________________________________________________________ 
 
REFERRAL SOURCE 
 
Name:___________________________________   Role/Relationship:___________________________ 
Telephone Number:________________________   Ext: ______ 
Mailing Address:______________________________________________________________________ 
Parent/Legal Guardian Signature:_________________________________________________________ 
                                                                                                                                                          Revised May 2019 
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