Rock-Walworth CFS, Inc. Head Start and Early Head Start 

Nutrition Support Referral Form

Child’s Name: _____________________ Ht._____     Wt._____   Body Mass Index ________
CC: ____    Parent/Guardian/s Names: _______________________________________________
_____________________________________________            Phone: _______________________
_____________________________________________
       Phone: ______________________
Body Mass Index is:  (BMI) a calculation that compares weight to height and then is compared to what is typical in each age range and per gender. We calculate and share your child’s BMI with you, so that if there are concerns or potential concerns, you will have this information should you want to pursue the possibility of your child being at risk of, or of having weight issues.

______ Your child’s body mass index indicates that he/she is, or may be at risk of  becoming  under or overweight according to current guidelines. Please remember: we are not sharing this information to offend you in any way. Every child is different and body mass index is not the only indicator of possible weight or health issues. We understand that each child is unique and grows at his or her own pace. However, in order to meet program requirements, a program employee will follow up with you to see if you have any concerns about your child’s health. In the meantime, please contact your child’s teacher or your child’s doctor if you have concerns of your own about your child’s weight and do not want to wait until your assigned Family Resource Worker/Family Advocate or your child’s teachers have time to follow up with you. 

Check reason for referral:

________ BMI indicates potential (only) concern
________ Concern from Health History and/or Nutrition Assessment 

________ Family identified concern

 Briefly describe question or concern: 
________________________________________________________________________________
_______________________________________________________________________________.
Have parent/guardian initial any/all desired services:

_______ Phone call from a UW Extension Nutrition Specialist or a Registered Dietician to discuss questions, concerns etc.

_______ Presentation offered at center open to all parent/guardians.

_______ Individual Contact at the center with a UW Extension Nutrition Specialist or a Registered Dietician

_______ Individual Contact from a UW Extension Nutrition Specialist or a Registered Dietician on a visit in your   home or some other agreed upon location.

_______ Send me written educational materials regarding my question/concern
_______Other:__________________________________________________

Parent/Guardian Signature: ________________________________________ Date:  ___________
FRW/FA Initials______ Date: ________ CDHTL or CFHA Initials: _______Date: ____________
      or

Nutrition Specialist, Nutrition or Nurse Consultant Initials
_______   Date: __________













         (8/11)
Nutrition Consultant Response to Referral/ Request

□ Matter Resolved  
 

□ No response from parent as of ___________ 

□ Unable to reach parent after three different attempts     □Other: ______________________________

Referred to (Examples, WIC, RWCFS, Nutrition Consultant, etc): Please include information about Attempted contacts (dates, times and method – phone, letter etc.):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Results and Comments:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________Date: _________     
Nutrition/Specialist, Nutrition Consultant or Nurse Consultant Signature:

                     (8/11)
