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Treasure Coast Early Steps Program, Easterseals Florida, Inc.

1655 Palm Beach Lakes Blvd. Suite 200, West Palm Beach, FL 33401 Phone: 561-881-2822
10570 S. Federal Highway, Suite 200, Port St. Lucie, FL 34952 Phone: 772-380-9972
Toll Free: 866-986-9486

For referrals in Palm Beach County: 561-882-6426 Fax: 561-881-0972
For referrals in Martin, St. Lucie, Okeechobee & Indian River: 772-380-9972 Fax: 772-380-9976

REFERRAL FORM
(Services are for eligible children birth to 36 months old)

Referring Physician/ Agency Name:

Contact Person: Phonet#: Fax#:
Birth Parent’s Names:

Birth Mother’s SSN: Birth Mother’s DOB;
Child’s Name: Child’s DOB:
Child’s SSN: Child’s Medicaid #:

Family’s Address:
Family’s Phone #: Family’s Primary Language:

If the child does not live with biological parents, please indicate name of caregiver/guardian address

& phone, if different from above:

Areas of Developmental Concern:

Reason for referral:

PLEASE INCLUDE: Signed consent for release of information and any relevant medical /developmental
information. Fax completed referral from and documentation to 561-881-0972 in Palm Beach County
or 772-380-9976 for fax referrals in Martin, St. Lucie, Okeechobee or Indian River County.
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