
PUBLIC HEALTH SERVICES 
SAN JOAQUIN COUNTY 

MATERNAL, CHILD and ADOLESCENT HEALTH 
 

420 S. Wilson Way, Stockton, California 95205 
Mailing Address: P.O. Box 2009, Stockton, California 95201-2009 

(209) 468-3004 Fax (209) 468-2072 
 

Referral Form 
Date of Referr al:   Client’s Name   
TO:  DOB:  Sex:  Ethnicity:  
FROM:  Address:   
Agency:   City:                       Zip Code:  
Address:   Phone #:  Other #: 
City:   Zip Code:  Insurance :   
Phone #:    HX of substance use in client/family: � Tobacco � ETOH � Drugs  

Fax #:   Language spoken:                                                         
Reply Requested:  �  YES     �  NO Child ’s Name:  DOB:  
Problem: (Please specify diagnoses/health problem; history; actions requested) 
 
� Pregnant: G:    P:  SAB/TAB:   # of Living:    Est . date of birth:   
 Prenatal Care: � Yes � No � Unknown  Health Care Provider ____________________ _______________ 
 1st PNC Visit: � 1st Tri � 2nd Tri � 3rd Tri 
 
� Newborn/Infant:   Birth weight:     Birth length:   Health Care Provider     
 
Comments: 
 
 
 
 
 
 
 
 
 
 
 
 
 
         
 Signature 
         
Report of Follow Up: (please specify dates of conta ct, family response, referrals made, plan of action ) 
 
Referrals To/Date:  � AFLP/Cal Learn:   � BIH:   � CCS/CHDP:   � Community Resources:   
� CPS:   � Domestic Violence   � Grief Support:    � PMD/Clinic:    Smoking Cessation:   
� WIC:   �VMRC:   � Other    � Open to MCAH Case Management#:   
 
 
 
 
 
 
 
 
 
 
 
         
 Signature 
         
 

Date mailed to Referring Agency:   By:    
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