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Memorandum of Understanding 
Between
	

	CFC
	

	Early Intervention Child & Family Connections Agency Name, CFC #

	Hereafter known as: CFC


and 
	

	Early Childhood Program Name

	Hereafter known as: Early Childhood Program


The Early Intervention CFC and the Early Childhood Program agree to the following:
The Early Childhood Program agrees to:
1. When possible, have a representative from the agency participate and attend scheduled CFC Local Interagency Council meetings. 

2. Share information with families regarding the purpose, services, and activities of the CFC.
3. Refer parents to the CFC when they have a concern about the development of their child who is under the age of three and living in the CFC service area. 
4. Make a referral to CFC as soon as possible or within 5 business days after the Early Childhood Program identifies  an infant or toddler under the age of three (i.e., via developmental screening or other means) as potentially eligible for Early Intervention services using the Standardized Illinois Early Intervention Referral Form, attached hereto as Exhibit A.  Training information on proper use is available for the Standardized Illinois Early Intervention Referral Form on the EI Training website at:  http://illinois.edu/blog/view/6039/114611.

5. Have policies and procedures detailing how the Early Childhood Program supports children with Individualized Family Service Plans (IFSPs), including:

a) Allow Early Intervention credentialed and/or enrolled providers to provide services at the Early Childhood Program. (To be enrolled and/or credentialed with Early Intervention,  the Illinois Department of Human Services requires providers to have completed background checks,  accordance with Early Intervention policy (89 Ill. Admin. Code 500.60 (c) and (d).)   

b) Allow Ear Intervention providers to serve Early Intervention children within the natural environment, unless the child’s IFSP requires services to be provided in a different setting. The natural environment means services should be provided in settings which include the child’s peers, rather than removing the child into a separate setting, to allow learning and development to occur within the daily activities and routines of the child. 
c) Encourage child care program staff to incorporate developmental strategies into the child’s every-day routines.
d) Facilitate confidential communications between Early Intervention providers, families and the Early Childhood Program. The Early Childhood Program staff shall not re-disclose any such confidential communications and shall only use the confidential information for the purpose of supporting children with IFSPs in the Early Childhood Program.

e) Encourage staff to share information with families and Early Intervention providers about the child’s developmental progress and, with parent consent, allow staff from the Early Childhood Program to review copies of the IFSP and attend IFSP meetings. Parental consent may be obtained through completion of Section 6 of the Standardized Illinois Early Intervention Referral Form (Exhibit A). 
f) Support a child’s transition from Early Intervention to pre-school or other services and, with parent consent, allow the attendance of the IFSP meeting to identify transition steps and services and the transition conference. 
6. Complete and fax the 0-5 Child Find Screening Data Collection form to the CFC office at the CFC Fax Number the first week of each month (if appropriate for your program).  This document and instructions are located online with the Illinois State Board of Education at: http://www.isbe.state.il.us/earlychi/default.htm.   
The CFC agrees to:
1. Accept referrals from the Early Childhood Program to the CFC, and, with parental consent, notify the Early Childhood Program about the outcome of that referral.  If the Standardized Illinois Early Intervention Referral Form is utilized, use the Illinois Early Intervention Program Referral Fax Back Form attached hereto as Exhibit B.
2. Provide information the Early Childhood Program and its services to families in need of child care, as appropriate.

3. Share information regarding services, training opportunities, and resources available through the CFC with the staff of the Early Childhood Program.
4. Provide information about developmental screening in the community for children, ages birth to 3, including a calendar of scheduled screening opportunities, and available resources for training on the use of screening tools.

5. Provide notification of LIC meetings and welcome staff from the Early Childhood Program to participate in LIC meetings.

6. Encourage, but not require, parents of a child enrolled in the Early Childhood Program to allow a copy of the IFSP to be given to the child care program and to invite child care staff to attend IFSP meetings and the transition conference.   
Signatures: 
	
	
	

	Child and Family Connections Representative
	
	Early Childhood Program Name Representative


	
	
	

	Date
	
	Date
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This agreement is valid for one year or until either party requests to end the agreement with appropriate notification to the other party
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Office Phone Office Fax

Contact Person at
E-mail Primary Care Provider Office:

Child and Family Connection (CFC) Office, please send the following items:
* Date the family was contacted and outcome of the contact

* Eligibility for services and a list of services the child is eligible for
* A summary of the Individualized Service Plan (IFSP) ¢ Other referrals provided by El to the child/family

Section 5. Early Intervention CFC Office Referral Location

Insert the CFC number where the child is being referred: CFC #:

CFC Offices can be located using the DHS Office Locator available online at: http://www.dhs.state.il.us/page.aspx?module=12

Section 6. Authorization to Release Information

1. Referral to Early Intervention.

The purpose of this disclosure is to refer (print child's name)
to the lllinois Early Intervention program.

[, (print name of parent or guardian),

give my permission for my child's primary care provider, (print provider's name)

to share pertinent information about my child, (print child's name)

regarding suspected developmental delay or related medical conditions with the Early Intervention program. | understand that |
may withdraw this consent by written request to my child's primary care provider, except to the extent it has already been acted
upon.

2. Release Early Intervention Eligibility Determination and Service Information to Referral Source. The purpose of this
disclosure is to release information from the Department of Human Services (DHS) to the Department of Healthcare and Family
Services (HFS) about your child, including name, AllKids recipient identification number, date of birth, and information about
your child's referral to and eligibility for Early Intervention, including services received and other referrals made by Early
Intervention. Your consent allows HFS to share information with your child's assigned primary care provider (listed in Section 4
above) and treating doctors within the group, for care coordination. Care coordination allows your child's primary care provider
to be notified of your child's Early Intervention assessment, eligibility for services and services received. Your consent allows
HFS to use the information for analysis purposes and to measure the quality of the care coordination process between the
primary care provider and Early Intervention. Information and reports resulting from data analysis will not be released with any
individually identifying information about your child.

Your consent allows the Early Intervention program to share reports and results related to the previously referenced information
with your child's primary care provider listed above in Section 4. Your consent allows the Early Intervention program to share
reports and results related to previously referenced information with the referral agency listed above in Section 3, if any.

| understand that | may withdraw this consent by written request to Early Intervention, except to the extent it already has been
acted upon. | certify that this Authorization to Release Information has been given freely and voluntarily. Information collected
hereunder may not be re-disclosed unless the person who consented to this disclosure specifically consents to such re-
disclosure and or the re-disclosure is allowed by law. | understand | have a right to inspect and copy the information to be
disclosed.

Parent/Legal Guardian Signature* Date

*Consent is effective for a period of 12 months from the date of your signature on this release.

Section 7. For CFC Office Use Only

Date Referral Received: Name of person receiving referral:
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State of lllinois
Department of Healthcare and Family Services

lllinois Early Intervention Program Referral Fax Back Form

PART 1 of 2

Complete Part | upon contacting the family, or when a family cannot be contacted in a timely matter. If the parent/guardian
consented to the release of information in Section 6 of the Standardized lllinois Early Intervention Referral Form to the
primary care provider listed in Section 4 and/or the referral source listed in Section 3, send Part 1 of the Referral Fax Back
Form to the primary care provider and/or the referral source for which consent was provided. If the parent/guardian did not
consent to the release of information to either the primary care provider (PCP) or the referral source, then information cannot
be sent to the entity for which consent was not given.

Date: / /
Child’s Name: DOB: / /
Parent/Guardian Name:

Date Referral Received: / /

This child was referred to our Child and Family Connections (CFC) office. The following is the status of that referral:

[] The family was contacted on (date): / /

[] A Service Coordinator has been assigned to the family:

Name:
CFC #/ Location: /
Phone Number: - - Fax Number: - -
E-Mail:

[ Repeated attempts have been made to contact this family - we were unable to establish contact.
Date final contact attempt made: / /

Please let us know if the family is still interested in having an evaluation for their child.
[] The family has been contacted and requests that you contact them directly for results.

Date request made by family: / /
[ ] The family has declined services at this time.
Date service declined: / /

Additional comments:

Version date August 2013
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lllinois Early Intervention Program
Referral Fax Back Form

PART 2 of 2
To be completed after eligibility is determined and the Individualized Family Service Plan (IFSP) is completed to inform the
primary care provider about Early Intervention eligibility, other referrals provided and other Early Intervention service
recommended, if eligible.

Note: If the parent/guardian consented to the release of information in Section 6 of the Standardized lllinois Early Intervention
Referral Form to the primary care provider listed in Section 4 and/or the referral source listed in Section 3, send Part 2 of the
Referral Fax Back form to the primary care provider and/or the referral source for which consent was provided. If the
parent/guardian did not consent to the release of information to either the PCP or the referral source, then information cannot
be sent to the entity for which consent was not given.

Date: / /
Child’s Name: DOB: / /
Parent/Guardian Name:

1. [] The family has been contacted and the following has occurred:
[] The child has been evaluated and found to be not eligible for services at this time (Skip to #4).
[] The child has been evaluated and found to be eligible for services based on the following:
[] 30% or greater developmental delay
[] Qualifying Diagnosis of:
[ ] Other:

2. ] The child and family have been recommended to receive the following Early Intervention services:
[ ] Developmental Therapy
[ ] Occupational Therapy
[] Physical Therapy
[ ] Speech Therapy
[] Social Work/Counseling
[ ] Other:
[ ] Notes:

3. [ ] An IFSP was/will be developed for the child and family. The IFSP Summary Report will be released to the provider
identified in Section 6, Authorization to Release Information, in the Standardized lllinois Early Intervention Referral Form (a full
copy of the plan may be obtained through the contact listed in Part I).

4. (] The child and family received referrals to the following non-El services:

5. [] The evaluation/assessment and service planning process have not been completed because:

Additional comments:

Version date August 2013
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lllinois Early Intervention Program
Referral Fax Back Form

PART 2 of 2
To be completed after eligibility is determined and the Individualized Family Service Plan (IFSP) is completed to inform the
primary care provider about Early Intervention eligibility, other referrals provided and other Early Intervention service
recommended, if eligible.

Note: If the parent/guardian consented to the release of information in Section 6 of the Standardized lllinois Early Intervention
Referral Form to the primary care provider listed in Section 4 and/or the referral source listed in Section 3, send Part 2 of the
Referral Fax Back form to the primary care provider and/or the referral source for which consent was provided. If the
parent/guardian did not consent to the release of information to either the PCP or the referral source, then information cannot
be sent to the entity for which consent was not given.

Date: / /
Child’s Name: DOB: / /
Parent/Guardian Name:

1. [] The family has been contacted and the following has occurred:
[] The child has been evaluated and found to be not eligible for services at this time (Skip to #4).
[] The child has been evaluated and found to be eligible for services based on the following:
[] 30% or greater developmental delay
[] Qualifying Diagnosis of:
[ ] Other:

2. ] The child and family have been recommended to receive the following Early Intervention services:
[ ] Developmental Therapy
[ ] Occupational Therapy
[] Physical Therapy
[ ] Speech Therapy
[] Social Work/Counseling
[ ] Other:
[ ] Notes:

3. [ ] An IFSP was/will be developed for the child and family. The IFSP Summary Report will be released to the provider
identified in Section 6, Authorization to Release Information, in the Standardized lllinois Early Intervention Referral Form (a full
copy of the plan may be obtained through the contact listed in Part I).

4. (] The child and family received referrals to the following non-El services:

5. [] The evaluation/assessment and service planning process have not been completed because:

Additional comments:

Version date August 2013
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State of lllinois
Department of Healthcare and Family Services

Standardized lllinois Early Intervention Referral Form

Please complete Sections 1 through 6 of this form to refer a child to Early Intervention (El) for eligibility determination.

| Section 1. Child Contact Information |
If the child is known by

Child Name: another name enter it here:

Gender: Male []
Date of Birth: Child Age: Female [] Race:
Address:
City: State Zip Code County
Type of Insurance Coverage: Medicaid [ ]
Parent/Guardian Name: Relationship to Child:
Primary Language: Home Phone Other Phone
Alternate or Emergency Contact Person: Phone Number

| Section 2. Reason(s) for Referral |

Reason(s) for referral to El (Please check all that apply):

[ ] Identified condition or medical diagnosis (e.g., Spina Bifida, Down Syndrome):

[ ] Suspected developmental delay based on objective developmental screening using (please note screening tool used)
(Please check area[s] of concern): [ ] Motor/Physical [] Social/Emotional

[] Cognitive [] Speech [] Behavior [_] Adaptive/Self-help Skills [_] Language/Communication [] Vision/Hearing

[] Other, specify

Comments:

[ ] Environmental Factors (“at risk”) (Please describe environmental risk factors):

[] Other, (Please describe):
[ ] Family is aware of reason for referral

| Section 3. Referral Source Contact Information

If the Primary Care Provider is the source of referral, skip Section 3, go to Section 4 and check here [ |

Referral Date:

Name of Agency Making Referral:

Address:

City State Zip Code
Office Phone Office Fax

E-mail Contact Person at Referral Site:

Section 4. Primary Care Provider Contact Information

Referral Date:

Name of Child's Primary Care Provider:

Street Address:

City State Zip Code
HFS 650 (N-7-14) Page 1 of 2






Office Phone Office Fax

Contact Person at
E-mail Primary Care Provider Office:

Child and Family Connection (CFC) Office, please send the following items:
* Date the family was contacted and outcome of the contact

* Eligibility for services and a list of services the child is eligible for
* A summary of the Individualized Service Plan (IFSP) ¢ Other referrals provided by El to the child/family

Section 5. Early Intervention CFC Office Referral Location

Insert the CFC number where the child is being referred: CFC #:

CFC Offices can be located using the DHS Office Locator available online at: http://www.dhs.state.il.us/page.aspx?module=12

Section 6. Authorization to Release Information

1. Referral to Early Intervention.

The purpose of this disclosure is to refer (print child's name)
to the lllinois Early Intervention program.

[, (print name of parent or guardian),

give my permission for my child's primary care provider, (print provider's name)

to share pertinent information about my child, (print child's name)

regarding suspected developmental delay or related medical conditions with the Early Intervention program. | understand that |
may withdraw this consent by written request to my child's primary care provider, except to the extent it has already been acted
upon.

2. Release Early Intervention Eligibility Determination and Service Information to Referral Source. The purpose of this
disclosure is to release information from the Department of Human Services (DHS) to the Department of Healthcare and Family
Services (HFS) about your child, including name, AllKids recipient identification number, date of birth, and information about
your child's referral to and eligibility for Early Intervention, including services received and other referrals made by Early
Intervention. Your consent allows HFS to share information with your child's assigned primary care provider (listed in Section 4
above) and treating doctors within the group, for care coordination. Care coordination allows your child's primary care provider
to be notified of your child's Early Intervention assessment, eligibility for services and services received. Your consent allows
HFS to use the information for analysis purposes and to measure the quality of the care coordination process between the
primary care provider and Early Intervention. Information and reports resulting from data analysis will not be released with any
individually identifying information about your child.

Your consent allows the Early Intervention program to share reports and results related to the previously referenced information
with your child's primary care provider listed above in Section 4. Your consent allows the Early Intervention program to share
reports and results related to previously referenced information with the referral agency listed above in Section 3, if any.

| understand that | may withdraw this consent by written request to Early Intervention, except to the extent it already has been
acted upon. | certify that this Authorization to Release Information has been given freely and voluntarily. Information collected
hereunder may not be re-disclosed unless the person who consented to this disclosure specifically consents to such re-
disclosure and or the re-disclosure is allowed by law. | understand | have a right to inspect and copy the information to be
disclosed.

Parent/Legal Guardian Signature* Date

*Consent is effective for a period of 12 months from the date of your signature on this release.

Section 7. For CFC Office Use Only

Date Referral Received: Name of person receiving referral:
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