For EI REFERRAL, AGES BIRTH to 3 YEARS OLD Fax to: 718.886.8694
For CPSE REFERRAL, AGES 3 to 5 YEARS OLD Fax to: 212.679.5894

You may also refer a child by visiting our website:  www.achievebeyondusa.com (Go to “Services”)

Today’s date: ___/___/___   
                     Sex: [  ] M     [  ] F                             Date of birth: ___/___/___

Child’s name: __________________________________________________________________________________
Address: _____________________________________________________________________________________
__________________________________________________________________________________________
Guardian name/s: ____________________________________________________________________________
Guardian signature/s: ​​​​​​​​​​___________________________________________________________________________
Home: (____) ______________________________   Cell/ Work: (____) __________________________________
Dominant language: _________________________ Other languages: ____________________________________
Foster care contact info: ______________________________________________________________________
Foster care ppwk?      [  ] Y   [  ] N (Agency) _________________________________________________________
Recently evaluated?    [  ] Y   [  ] N (Date/s) __________________________________________________________
Receiving services?     [  ] Y   [  ] N (Agency) _________________________________________________________
Updated medical?       [  ] Y   [  ] N (Date/Diagnosis) __________________________________________________
[  ]   Is there a Diagnosis? Do you have documentation?  [  ] (Discuss RX to conduct ST, OT, PT evals)    
EI SC Contact info: _________________________________________________________________________
Suspected Delay:       Adaptive:
  ______          Cognitive: ______      
Physical:        ______

(Please check all        Communication:  ______      
Feeding:    ______     
Gross motor: ______

that apply)
          Social/Emotional: ______     
Sensory:    ______      
Fine motor:  ______

Additional comments/ diagnosis:________________________________________________________________
__________________________________________________________​​​________________________________​​​​

__________________________________________________________________________________________

Does the child attend school/daycare?   [  ] Y   [  ] N    
Days: [  ] M [  ] T [  ] W [  ] Th [  ] F

Times: __________________________________               Name, address and contact of school/daycare:

___________________________________________________________________________________________
__________________________________________________________________________________________
Pediatrician name, phone/fax: _________________________________________________________________
Referral source contact info: __________________________________________________________________
-EI services are for children under 3 years of age with suspected or established developmental delays or disabilities.


-All children must be referred to the municipality to access services and the telephone number of the municipality must be included to facilitate a referral.

-Achieve Beyond’s programs are approved and funded by the New York State, Department of Health and Mental Hygiene.

-Services are provided at no out-of-pocket cost to parents, although health insurance will be accessed for reimbursement.

-Eligibility is determined by state-approved evaluators under 
contract with New York City.

-The parent / guardian must be authorized by the municipality.

-The municipality will arrange for service providers to deliver authorized services.

-When EI services are delivered in child care settings or community locations that require a fee, the parent is responsible for paying any costs associated with the child care or community location.

