
Project for New Mexico Children and Youth Who Are Deaf-Blind 
UNM CDD 2300 Menaul Blvd • Albuquerque NM 87107 

Phone: 505-272-0321 • Fax: 505-272-3140 

REFERRAL 
Please consult with the family prior to referral so they are aware a referral is being made. 

Child’s Information 

First Name:  

Last Name:  

Ethnicity: 

Date of Birth:  

Gender: 

Race: 

Languages Spoken in the Home 

English ASL 
Spanish Other: 

Parent/Guardian Information 

First Name:  Primary Contact? Yes No 

Last Name:  

Street Address: 

City:  State:  Zip Code: 

Primary Telephone:  County of Residence: 

Email Address: 

Parent/Guardian Information 

First Name:  Primary Contact? Yes No 

Last Name:  

Street Address: 

City:  State:  Zip Code: 

Primary Telephone: County of Residence: 

Email Address: 



Referral Source 

Referral Date: Referrer’s Name: 

Name of Agency (if applicable): 

Phone #: Email: 

Reason for Referral 

Health History – Please complete this section to the best of your knowledge. 

Documented Hearing Impairment/Deafness: 

Is the child receiving support through  
New Mexico School for the Deaf (NMSD)? 

Documented Vision Impairment/Blindness: 

Is the child receiving support through  
New Mexico School for the Blind and 
Visually Impaired (NMSBVI)? 

Please add any health history that you wish to share about the child 
(including diagnoses, disabilities, medical procedures, etc.  

Provider Information 

School/EI Agency: 

Address: 

City:  State: Zip Code: 

Email:  

Phone: Fax: 



 
 

Additional Providers  

(Teachers, therapists, direct support, etc.) This contact information will be used if family 
or educational team requests technical assistance.  

Name of Provider:            

Phone:      Email:        

Name of Provider:            

Phone:      Email:        

Name of Provider:            

Phone:      Email:        

Name of Provider:            

Phone:      Email:        

Any Additional Comments: 
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