	GCI-1087A FORFF (9-12)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Arizona Early Intervention Program (AzEIP)
	


CHILD’S DATA FORM
REFERRAL AND DEMOGRAPHICS

	CHILD’S NAME (First, M.I., Last)
	DATE OF BIRTH
	IPP CHILD ID

	     
	     
	     

	IPP SERVICE COORDINATOR’S NAME (Check as TL in ACTS for IPP)
	PROGRAM
	REGION
	REFERRAL DATE

	     
	     
	     
	     

	CHILD’S DEMOGRAPHIC DATA
	Data Entered
	For use with file review.

Data Verified

	
	ACTS
	DDD
	ASDB
	

	Gender
	 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	With whom does the child reside?
	 FORMCHECKBOX 
 Parent
 FORMCHECKBOX 
 Family Member
 FORMCHECKBOX 
 Foster Parent
 FORMCHECKBOX 
 Guardian
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	CHILD’S ADDRESS (No., Street, City, State, ZIP)

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	COUNTY
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	RESPONSIBLE PERSON’S NAME (First, M.I., Last)

     
	 FORMCHECKBOX 
 Parent
 FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 Foster Parent
 FORMCHECKBOX 
 Guardian
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	RESPONSIBLE PERSON’S ADDRESS (No., Street, City, State, ZIP)

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Home Phone No.

     
	  FORMCHECKBOX 
 Message Phone No.

      
	  FORMCHECKBOX 
 Cell Phone No.
      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	LANGUAGE(S) USED BY PARENT/CAREGIVER
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	SCHOOL DISTRICT OF RESIDENCE
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ethnicity / Race

	Did the Parent/Caregiver supply this information?     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is the child of Hispanic or Latino origin?     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	What ethnicity/race(s) does the family identify the child with? (Check all that apply)
 FORMCHECKBOX 
 White 
 FORMCHECKBOX 
 Asian
 FORMCHECKBOX 
 Black/African American
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 American Indian or Native Alaskan  -  Tribe (if American Indian):      
 FORMCHECKBOX 
 Hawaiian or Pacific Islander Native

	Referral Information

	AzEIP referral date:       
	45th day:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	REFERRAL SOURCE(S)
 FORMCHECKBOX 
 Parent/Family
 FORMCHECKBOX 
 ACYF/CPS
 FORMCHECKBOX 
 Public Health
 FORMCHECKBOX 
 DHS
 FORMCHECKBOX 
 DDD

 FORMCHECKBOX 
 Physician

 FORMCHECKBOX 
 Hospital

 FORMCHECKBOX 
 ASDB

 FORMCHECKBOX 
 Healthy Families

 FORMCHECKBOX 
 Local Education Agency


 FORMCHECKBOX 
 Social Service Agency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	REFERRAL SOURCE NAME (First, M.I., Last)
     
	 ADDRESS (No., Street, City, County, State, ZIP)
      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	REASON FOR REFERRAL
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Closed during IPP (no eligibility determination was made)

	DATE CLOSED

     
	 If closed more than 45 days past the referral date, check reason for delay:
  FORMCHECKBOX 
 Family
 FORMCHECKBOX 
 CAPTA/CPS
 FORMCHECKBOX 
 Records
 FORMCHECKBOX 
 Team Capacity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	REASON CLOSED (Check one)
 FORMCHECKBOX 
 Information only
 FORMCHECKBOX 
 Screened out
 FORMCHECKBOX 
 Parent not interested
 FORMCHECKBOX 
 Unable to contact

 FORMCHECKBOX 
 Other (Specify):      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	This form MUST be sent to DDD and/or ASDB for agency eligibility at the time of eligibility determination
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	CHILD’S NAME (First, M.I., Last)
	DATE OF BIRTH
	IPP CHILD ID

	     
	     
	     

	IPP SERVICE COORDINATOR’S NAME
	PROGRAM
	REGION
	REFERRAL DATE

	     
	     
	     
	     

	INSURANCE INFORMATION
	Data Entered
	For use with file review.

Data Verified

	
	ACTS
	DDD
	ASDB
	

	Did family provide consent to use insurance?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is child enrolled in a Medicaid program?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	AHCCCS Health Plan:      
AHCCCS Member ID No.:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is child enrolled in a private insurance program?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Health Plan:      
Member ID No.:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	AzEIP and Agency Eligibility Data

	AzEIP ELIGIBLE

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	ELIGIBILITY DECISION DATE
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	IF NOT ELIGIBLE, DATE CLOSED
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Eligible for AzEIP based on (check one):

 FORMCHECKBOX 
 Established Condition
 FORMCHECKBOX 
 Developmental Delay
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If the child does not have an established condition or 50% delay in one or more developmental areas, but the team determines that the child is eligible for Early Intervention services, check Eligible Developmental Delay, but do not check any delay areas.
	 FORMCHECKBOX 
 Auditory Impairment

 FORMCHECKBOX 
 Cerebral Palsy

 FORMCHECKBOX 
 Chromosomal Abnormality

 FORMCHECKBOX 
 Failure to Thrive

 FORMCHECKBOX 
 Hydrocephalus


 FORMCHECKBOX 
 Intraventricular Hemorrhage

 FORMCHECKBOX 
 Metabolic Disorder

 FORMCHECKBOX 
 Neural Tube Defect

 FORMCHECKBOX 
 Periventricular Leukomalacia

 FORMCHECKBOX 
 Severe Attachment Disorder

 FORMCHECKBOX 
 Visual Impairment

 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
 Congenital infections

 FORMCHECKBOX 
 Disorders reflecting disturbance of the nervous system

 FORMCHECKBOX 
 Disorders secondary to exposure
to toxic substances, including FAS
	50% or more (Check all that apply)
 FORMCHECKBOX 
 Cognitive

 FORMCHECKBOX 
 Physical

 FORMCHECKBOX 
 Adaptive

 FORMCHECKBOX 
 Communication

 FORMCHECKBOX 
 Social/Emotional

Eligible decision was based on:

 FORMCHECKBOX 
 Evaluation

 FORMCHECKBOX 
 Records review
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If eligibility was determined more than 45 days from the referral date, check reason for delay:

  FORMCHECKBOX 
 Family
 FORMCHECKBOX 
 CAPTA/CPS
 FORMCHECKBOX 
 Records
 FORMCHECKBOX 
 Team Capacity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Agency Eligibility and Primary Agency

	Primary Agency:
 FORMCHECKBOX 
 DES/AzEIP
 FORMCHECKBOX 
 DDD
 FORMCHECKBOX 
 ASDB
Primary Agency ID:      
	 DATE ELIGIBLE
      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	ONGOING SERVICE COORDINATOR

     
	 DATE ASSIGNED

      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	ONGOING TEAM LEAD
     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	This form MUST be sent to DDD and/or ASDB for agency eligibility at the time of eligibility determination
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	CHILD’S NAME (First, M.I., Last)
	DATE OF BIRTH
	PRIMARY AGENCY ID

	     
	     
	     

	PRIMARY AGENCY SERVICE COORDINATOR’S NAME
	PROGRAM
	REGION
	REFERRAL DATE

	     
	     
	     
	     

	IFSP INFORMATION

Note: A new page must be used for each IFSP update.
	Data Entered
	For use with file review.

Data Verified

	
	ACTS
	DDD
	ASDB
	

	IFSP DATE

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	IFSP TYPE
 FORMCHECKBOX 
 Initial
 FORMCHECKBOX 
 Annual
 FORMCHECKBOX 
 6 month review
 FORMCHECKBOX 
 Other:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If IFSP date is more than 45 days from the referral date, check reason for delay:

 FORMCHECKBOX 
 Family
 FORMCHECKBOX 
 CAPTA/CPS
 FORMCHECKBOX 
 Records
 FORMCHECKBOX 
 Team Capacity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Service Information

	List services on IFSP:
	Frequency
	Planned Start Date
	Actual Start Date
	

	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Primary Service Setting

	PRIMARY SERVICE SETTING

 FORMCHECKBOX 
 Home
 FORMCHECKBOX 
 Community
 FORMCHECKBOX 
 Other:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	IFSP Team

	Team Lead:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other Team Members:
	

	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Transfer, Transition, AzEIP Exit

	TRANSITION CONFERENCE DATE
     
	 EXIT DATE

     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Exit Reason:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 IPP Only – Moved to another agency for EI services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 No longer eligible for Part C, before age 3
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Eligible for Part B
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Not eligible for Part B, exit with referral to (other program):       
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Not eligible for Part B, exit with no referrals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Part B eligibility not determined
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Deceased
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Moved out of state
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Withdrawal by parent or guardian
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Unable to contact/attempt to contact unsuccessful
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 
 Continue EI services at another location
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	This form MUST be sent to DDD and/or ASDB for agency eligibility and when transferring for ongoing services.
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Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office; TTY/TDD Services: 7-1-1. • Disponible en español en línea o en la oficina local.
