Employment and Human Services Department
Community Services Bureau

(b Contra Costa County

Referral for Services to Head Start and Early Head Start Programs

For children 0-5 years old, specializing in services to children with disabilities

Enrollment Hotline
Call: (925) 272-4727

Email to: CSB-Eligibility@EHSD.CCCounty.US or Fax to: (925) 313-8302
Attention: Centralized Enrollment Unit

Please print legibly

Referring Agency: Date:

Referring Worker: Phone:

Re:
Name of Child (Each child needs a form)  Sex: M/F Date of Birth
Name of Parent/Legal Guardian Date of Birth Family Phone (with area code)
Family Address City State Zip code

Primary language spoken by the parent:

The above named client may be eligible for the Head Start / Early Head Start Program.

Client interested in:  Home Visiting |:|
Center-Based Program [ ]

If the referral is for a pregnant woman, please note the due date:

Comments:

| consent and authorize the referring agency and Contra Costa County, Community Services Department, Head
Start / Early Head Start Program to share information as needed to establish my eligibility for your program.

Yo doy mi consentimiento para que esta agencia y el Departamento de Servicios Comunitarios del Condado de
Contra Costa, Head Start / Early Head Start, compartan esta informaciéon cuando se necesite pare establecer mi
elegibilidad en el programa.

Parent / Legal Guardian Signature Date (Fecha)
(Firma del Padre o Apoderado)

CSB620-Referral for Services to Head Start Content Revised: 8/15/12018
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