Early On of Kent County

Verification of enrollment

Early On has received a referral for the following child with diagnosed permanent hearing loss:

Child’s Name_________________________________________DOB______________________

Parent/Guardian Name _____________________________________________________

Disposition of referral:
  
Family chose not to participate in Early On/Special Education
  
Family will participate in Early On.


Date IFSP was completed (signed):_________________________________________

With the family’s consent, this information is being released to:

  
Michigan Department of Community Health/EHDI program 

Fax: 517- 335- 8036

  
Spectrum Health Audiology Department


Fax: 616- 391 -3787

  
Child’s primary care provider:  ___________________________________


Fax:  ______________________
Sent by:  _______________________________________  Date:  ___________________

Fax number:  ______________________________

