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    CHILD AND FAMILY SERVICES  
    PROGRAM REFERRAL FORM 
     PHONE 505-753-4123/ FAX to 505-753-6947 (Rio Arriba/Los Alamos County) 
      PHONE 505-955-0410/ FAX to 505-955-8577 (Santa Fe County)  
      PHONE 575-224-3197/ FAX to 575-224-3198 (Taos County) 

                  Email referrals to:  LCCS-Referrals@lccs-nm.org 
 

Date:  __________________________   Referral Taken by________________________________________ 

 
Client/Child Name:  ________________________________________________________          Gender:  ⃝ M    ⃝ F 
            First                                   Middle                                   Last                                                                 
 

DOB: ________________  Due Date:  _________________   Ethnicity:  ________________   SS#:  _____________________ 
  
Name(s) of the Legal Guardian(s):  ________________________________________________________________________ 
 

Parent/Caregiver 1:  ____________________________________________________Relationship: ____________________  
   First                           Middle                         Last 
 

Parent/Caregiver 1 DOB: _______________  Phone Number(s): ____________________ / ________________________ 
      Email:  _______________________________________________________ 

Address: ___________________________________ City/Zip: _________________________ County: __________________ 
 

Parent/Caregiver 2:  ____________________________________________________Relationship: ____________________  
   First                           Middle                         Last 
 

Parent/Caregiver 2 DOB: _______________  Phone Number(s): ____________________ / ________________________ 
      Email:  _______________________________________________________ 

Address: ___________________________________ City/Zip: _________________________ County: __________________ 
 

In what language does the family prefer to receive services?    ⃝ English     ⃝ Spanish     ⃝ Other ___________________  

What form of communication is preferred?     ⃝ Phone call     ⃝Text message     ⃝Email 

Reason for Referral/Presenting Issue:  ____________________________________________________________________ 

____________________________________________________________________________________________________ 

Referring Person:  _____________________________________   Agency/Relationship:  ____________________________ 

Phone:  ___________________FAX#:______________   Email:  _________________________________________________ 

Other information:  ____________________________________________________________________________________ 

Referral to:  (Check all that apply) → Note:  (*) Also complete & attach programs’ specific referral 
 

ESPANOLA OFFICE (Rio Arriba and Los Alamos County Services):      
⃝ Comm. Infant Program  (0-5 yoa) ⃝ Grandparents Raising Grandchildren  ⃝ Conjunto Preschool 
⃝ Behavioral Health Services (6 yoa +) ⃝ Family Infant Toddler Program   ⃝ Santuario del Corazon   
⃝ *CIP/BH CYFD Referred   ⃝ Que Cute, Healthy Baby   ⃝ Respite   
⃝ *CBPIR    ⃝ Fatherhood Program       
⃝ Circle of Security ⃝ Confident Parenting Home Visiting       
SANTA FE OFFICE:        
⃝ Comm. Infant Program  (0-5 yoa) ⃝ Confident Parenting Home Visiting  ⃝ Que Cute, Healthy Baby 
⃝ Behavioral Health Services (6 yoa +) ⃝ Grandparents Raising Grandchildren  ⃝ Family Infant Toddler Program 
⃝ *CIP/BH CYFD Referred   ⃝ Fatherhood Program    ⃝ Santuario del Corazon  
⃝ *CBPIR    ⃝ Respite     ⃝ Maternando Juntas 
TAOS OFFICE:  
⃝ Comm. Infant Program  (0-5 yoa) ⃝ *CIP/BH CYFD Referred  ⃝ Santuario del Corazon   
⃝ Behavioral Health Services (6 yoa +) ⃝ *CBPIR   ⃝ Grandparents Raising Grandchildren 
    

MEDICAID  YES ⃝  NO ⃝  DON’T KNOW ⃝ 


