The Child Development Centre

of Prince George and District

Request for
Services

Heart - Hope - A helping hand

Child Development Centre

of Prince George and District

1687 Strathcona Avenue, Prince George, BC V2L 4E7
Phone: (250) 563-7168 Fax: (250) 563-8039

Child’s Name: Date of Birth:

%Q northern health

the northern way of caring
Speech & Language Clinic
Prince George Community Health Centre
Unit 210A 1600 15th ave Prince George, BC V2L 3X3
Phone: (250) 645-7710 Fax: (250) 645-7982

Sex at Birth: M /F/X

First Name, Last Name

PHN#: English: O Other:

(Personal Health Number)

Identify as Indigenous?D/D
Y/N

Ethnicity/Cultural Background:

Month/Day/Y ear

Interpreter Needed: |:| I:l Gender:

Y/N  (if different from sex at birth)

Legal Guardian: ( ) Phone:
First Name, Last Name (Relationship) home cell work
Address:
Address City Province Postal Code
Email for Communication Would you also like to receive occasional O
Regarding Services: email updates regarding the CDC? Y/N
Legal Guardian: ( ) Phone:
First Name, Last Name (Relationship) home cell work
Address:
Address (if different than the above) City Province Postal Code
Other: ( ) Phone:
First Name, Last Name (Relationship) home cell work
Address:
Address (if different than above) City Province Postal Code
Family Physician: Paediatrician/Specialists:
Childcare Program: Days/Times Attending:
Date Referred: Referred By:
Agency Phone
- Legal Guardian has given informed consent for thisreferral: YOO~ N O
> Legal Guardian is aware speech and language services are integrated between the CDC and Northern Health: YOO~ N [
- Legal Guardian is aware CDC services are integrated with Aboriginal Supported Child Development, and the School District: Y[ NO

Reason for Referral / History (Please include specific concerns, and all relevant medical history including diagnosis, extended hospital
visits, communicable diseases, medical alerts, allergies, preferred pronouns)

**Please send all relevant medical reports to Child Development Centre/Northern Health
Physiotherapy

Occupational SCD

Therapy

Speech Therapy Family Services
Please check all services that

you are requesting:

Office use only: I Consents faxed
OPhone for Therapy O SCD Letter

O Request for Services Spreadsheet O Tracking Spreadsheet (therapy only)
O Therapy Waitlist Letter

\\192.168.1.179\Shared\Forms & Templates\Referral Forms\PDF Fillable\CDC Request For Services (Green)fillable.pdf Revised-23-Sep-2026



SUPPORTED CHILD DEVELOPMENT ;Q.%
‘ @3

4

1687 Strathcona Avenue, Prince George, BC, V2L 4E7 o

&

Ph: (250) 563-7168
Fx: (250) 563-8039

The following 2-page form is to be filled out by the childcare provider. Until this form is received back at the
Child Development Centre, the Supported Child Development referral will not be processed.

Please either print and give to the childcare centre or forward this email on to them to fill out.

Once completed, this document can be hand delivered, emailed to enquiries@cdcpg.org, faxed to
250-563-8039, or mailed to 1687 Strathcona Avenue, Prince George, BC, V2L 4E7.

If you have any questions or concerns, please contact the Child Development Centre at 250-563-7168 or
enquiries@cdcpg.org.

The Child Development Centre of Prince George and District — Proudly Providing Community Based Health Services Since 1968
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SUPPORTED CHILD DEVELOPMENT gm%

1687 Strathcona Avenue, Prince George, BC V2L 4E7

Childcare Request for Support

CHILDCARE PROGRAM USE ONLY

Complete after the child has attended for at least 3 weeks.

]

7]

Ph: (250) 563-7168
Fx: (250) 563-8039

Email:
scdconsultants@cdcpg.org

Basic Information

Child’s First Name: Child’s Last Name:
Date of Birth: Today’s Date:
Name(s) Parent(s) / Legal Guardian(s): Phone:

Name of Childcare Program:

Contact Person:

Phone:

Email:

Type of Program (e.g. preschool, group childcare, family

childcare, etc.):

Philosophy (e.g. play-based, Montessori, etc.):

How many adults and children are in the program on the day’s that the child attends, including volunteers, support
staff, BI’s, and practicum students?

Attends:

Monday 0O Tuesday O Wednesday O Thursday O Friday O
Time:
I];equested Monday O Tuesday O Wednesday 0 | Thursday O Friday O
ays:
Requested
Hours:

Reason for Request

What goals do you have for this child while they attend your childcare program (e.g. improved participation in

specific activities, emotional regulation, etc.)?

The Child Development Centre of Prince George and District — Proudly Providing Community Based Health Services Since 1968
\W\192.168.1.179\Shared\Forms & Templates\SCD forms\Onboarding new clients\Childcare Request for Support.doc

Page 1 of 2
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Childcare Request for Support

Please provide details of strategies / approaches you have already tried to meet these goals:

How long have you been trying these strategies / approaches (e.g. 2 days, 2 weeks, 1 month, etc.)?

What have been the results?

How could an SCD consultant and / or program support hours assist you in achieving these goals?

How would you use support hours if they were assigned to your centre to ensure that inclusion and shared
responsibility are upheld?

\W\192.168.1.179\Shared\Forms & Templates\SCD forms\Onboarding new clients\Childcare Request for Support.doc
Page 2 of 2




	Intake Form fillable.pdf
	Untitled

	CDC Request For Services (Green) fillable.pdf
	First Name, Last Name Month/Day/Year
	(Personal Health Number)
	(if different from sex at birth)
	Ethnicity/Cultural Background:
	First Name, Last Name (Relationship) home cell work

	Email for Communication
	Address
	First Name, Last Name (Relationship) home cell work
	Address (if different than the above) City Province Postal Code
	First Name, Last Name (Relationship) home cell work
	Address (if different than above) City Province Postal Code
	Agency Phone

	**Please send all relevant medical reports to Child Development Centre/Northern Health
	Office use only:  Consents faxed   Request for Services Spreadsheet  Tracking Spreadsheet (therapy only)


	CDC Request For Services (Green) fillable.pdf
	First Name, Last Name Month/Day/Year
	(Personal Health Number)
	(if different from sex at birth)
	Ethnicity/Cultural Background:
	First Name, Last Name (Relationship) home cell work

	Email for Communication
	Address
	First Name, Last Name (Relationship) home cell work
	Address (if different than the above) City Province Postal Code
	First Name, Last Name (Relationship) home cell work
	Address (if different than above) City Province Postal Code
	Agency Phone

	**Please send all relevant medical reports to Child Development Centre/Northern Health
	Office use only:  Consents faxed   Request for Services Spreadsheet  Tracking Spreadsheet (therapy only)


	CDC Request For Services (Green) fillable.pdf
	First Name, Last Name Month/Day/Year
	(Personal Health Number)
	(if different from sex at birth)
	Ethnicity/Cultural Background:
	First Name, Last Name (Relationship) home cell work

	Email for Communication
	Address
	First Name, Last Name (Relationship) home cell work
	Address (if different than the above) City Province Postal Code
	First Name, Last Name (Relationship) home cell work
	Address (if different than above) City Province Postal Code
	Agency Phone

	**Please send all relevant medical reports to Child Development Centre/Northern Health
	Office use only:  Consents faxed   Request for Services Spreadsheet  Tracking Spreadsheet (therapy only)



	Phone: 
	Email: 
	Childs First Name: 
	Childs Last Name: 
	Date of Birth: 
	Todays Date: 
	Names Parents  Legal Guardians: 
	Name of Childcare Program: 
	Contact Person: 
	Phone_2: 
	Type of Program eg preschool group childcare family childcare etc: 
	Philosophy eg playbased Montessori etc: 
	How many adults and children are in the program on the days that the child attends including volunteers support staff BIs and practicum students: 
	Monday: Off
	Tuesday: Off
	Wednesday: Off
	Thursday: Off
	Friday: Off
	MondayTime: 
	TuesdayTime: 
	WednesdayTime: 
	ThursdayTime: 
	FridayTime: 
	Monday_2: Off
	Tuesday_2: Off
	Wednesday_2: Off
	Thursday_2: Off
	Friday_2: Off
	MondayRequested Hours: 
	TuesdayRequested Hours: 
	WednesdayRequested Hours: 
	ThursdayRequested Hours: 
	FridayRequested Hours: 
	What goals do you have for this child while they attend your childcare program eg improved participation in specific activities emotional regulation etc: 
	Please provide details of strategies  approaches you have already tried to meet these goals: 
	How long have you been trying these strategies  approaches eg 2 days 2 weeks 1 month etc: 
	What have been the results: 
	How could an SCD consultant and  or program support hours assist you in achieving these goals: 
	How would you use support hours if they were assigned to your centre to ensure that inclusion and shared responsibility are upheld: 
	First Name Last Name: 
	Month/Day/Year: 
	Personal Health Number: 
	Other: 
	if different from sex at birth: 
	Indigenous: 
	Ethnicity: 
	First Name Last Name_2: 
	Relationship: 
	home: 
	cell: 
	work: 
	Address: 
	City: 
	Province: 
	email updates regarding the CDC: 
	First Name Last Name_3: 
	Relationship_2: 
	home_2: 
	cell_2: 
	work_2: 
	Address if different than the above: 
	City_2: 
	Province_2: 
	Postal Code_2: 
	First Name Last Name_4: 
	Relationship_3: 
	home_3: 
	cell_3: 
	work_3: 
	Address if different than above: 
	City_3: 
	Province_3: 
	Postal Code_3: 
	Family Physician: 
	PaediatricianSpecialists: 
	Childcare Program: 
	DaysTimes Attending: 
	Date Referred: 
	Referred By: 
	Agency: 
	Sex at Birth: Off
	Reason for Referral: 
	Identify as Indigenous: Off
	Postal Code: 
	Interpreter: Off
	Updates: Off
	Physio: Off
	OT: Off
	SLP: Off
	SCD: Off
	FS: Off
	Legal Guardian Consent: Off
	Shared with NH: Off
	School District: Off
	English: Off


