
Referral Form for NFP Services

Referral made by: ______________________ Date of referral:_______________

Name of referring agency / clinic: ____________________________Phone:__________________

Please circle the appropriate box for each question.    
  1.  Is the potential participant able to enroll voluntarily?     YES     NO
     (Participation can not be mandated by a child’s protection service agency, a court, or another entity.)
  2.  Is the potential participant going to have her fi rst live birth?     YES     NO
  3.  Does the potential participant come from a low income background?     YES    NO    UNCLEAR            
  4.  Is the potential participant in her 27th week of pregnancy or earlier?     YES     NO
  5.  Does the potential participant reside in Franklin County?     YES     NO 
  6.  Has the potential participant lived in the central Ohio area for at least one year, has  documented 

proof of legal status within the United States, and has plans to live in the central Ohio region for 
the child’s fi rst two years of life?     YES     NO   

  7.  Does the potential participant have regular telephone service so that home visits can be scheduled?  
YES     NO 

  8.  Is the potential participant incarcerated or on-parole/probation?     YES     NO 
  9.  Is the potential participant in custody of a child protective service agency or court?     YES     NO
10.  Has the client given verbal permission to you to release contact information to NFP?    YES     NO

If the potential participant appears to meet the above bolded eligibility criteria, please fi ll in the  
below contact information so the project  can be fully described and inclusionary/exclusionary 
criteria can be fully reviewed with interested participants.  

Client Name: _________________________________________________ 
Address: ______________________________________________________
Telephone:    Home ____________________ Cell  ______________________

 Other ___________________

Fax to:  Nurse Family Partnership
Center for Child and Family Advocacy

at Nationwide Children’s Hospital
655 East Livingston Ave.

Columbus, OH 43205
614-722-8222(offi ce)
614-722-0554(fax)

Thanks for this referral!

(FOR NFP STAFF only)
Referral Outcome: ___________________________________________________________________________

The Center for Child and Family Advocacy
at Nationwide Children’s Hospital


