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The St. Joseph Home Visiting Program is a Home Visitation Program for First time pregnant women, 
First time fathers or First time parents with a newborn up to 2 months. We provide support, education, and 
referrals to community resources. Services are free to any first-time family. Ask your referral source for our 
brochure or call us at 505-924-8150. 

 

I give my permission to  ________________________________ (referral source) to provide the following 
information to St. Joseph Community Health Home Visitation Program, for the purpose of referral and 
coordination of services. 
Mother’s or Father’s name ________________________________________________________________ 
 
Mother’s DOB ____/____/____      Mother’s Age: ___________ 
 
Street Address_________________________________   Zip Code_________ Phone #_______________  
 
Directions/cross streets: _________________________________________________________________ 
 
Primary Home Language ______________________________________ 
 
Estimated Due Date____/____/____  or  Baby’s DOB____/____/____   Baby’s Name____________________ 

Other Information or Concerns__________________________________________________________________ 

Name of Person and organization making referral __________________________________________ 

Phone Number: _________________________  Will referral source continue involvement? ____Yes   ____No 

Other services involved with family at this time? __________________________________________________ 

____________________________________________  ____/_____/_____ 
Mother’s or Father’s Signature                                                Date 
 
____________________________________________  ____/____/_____ 
Referral Source Signature                   Date 
 
Date Referral Received by St. Joseph Community Health ____/____/____ Initials________  
____________________________________________________________________________________________________ 

Attempts to contact: 
            Date                Contact Type (see code below)        Contact Made                                 Comments 
____/____/____                _____________                   ____Yes  ____No   ________________________________ 
____/____/____                _____________                   ____Yes  ____No   ________________________________ 
____/____/____                _____________                   ____Yes  ____No   ________________________________ 
____________________________________________________________________________________________ 

PC…Phone Contacts     LS…Letter Sent    HV…Home Visit          CC…Collateral Contact  
Case Dropped Without Placement: ____ Yes    ____No  Date: _____/_____/_____                                    
Date Referral Source Notified: _____/_____/_____  Reason Dropped: _________________________________________ 


