
Consultation Request   
 

Date: _____________________   Service Provider/Coordinator: ___________________________________ 
 
Service Requested (please circle):   CMH       DHS       Hearing     IMH       OT       PT       Infant Massage      
     
                                                    SSW       Speech    Vision      Other: _________________      
 
 
Child’s Name: ________________________________                Birthdate: ______________________ 
 
Parents: _____________________________________   Phone: ________________________ 
               
   _____________________________________ 
     
Address:  _________________________________________________________________________________ 
                _________________________________________________________________________________ 
   
Concern(s): 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Strategies Tried:   
1)________________________________________________________________________________________ 
2)________________________________________________________________________________________ 
3)________________________________________________________________________________________ 
 
 

Recommendation(s) of Consultation 
 
Date of Consultation: ________________________ 
 
 
Findings/Observations: 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
Recommendation(s): 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
        _________________________________________ 
                                                                                                Signature/Title 
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