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Early Childhood Mental Health Consultation

Classroom Referral Form Referral Date: / /

Please email referral form to MHCintake@eliotchs.org or fax to 857-288-4612

Child Care Provider’s Information
Child Care Agency Name: EEC Program ID:

Address:

Director Name:

Phone Number: Director Email:

o Center o Family Child Care Center o After School Program o Other:

Classroom Name:

Classroom Type:

Teacher Name(s):

Preferred Language of Educator:

Who is making referral (name and position)?

Phone number: Email:

Reason for Referral

o Promoting Social Skills o Promoting Emotional Skills o Preventing/Managing Challenging Behavior o Classroom routines

o Classroom Organization O Improving Transition Periods 0 Building Classroom Community o0 Strengthening relationships with
children

Additional Reasons for referral/additional classroom needs:

Please provide a brief description of techniques used previously to address these concerns/areas of needs:

Please provide three goals program staff hope to achieve through consultation services. As consultation services are intended as
support for staff, goals should be related to what teachers seek to accomplish, rather than related to specific child behavior. Please
be as specific as possible! Thank you

1.

2.

3.
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