
  

Parent/Guardian Information (please print): 
Parent/Guardian: _________________________________________________________________________ 

Address: _________________________________________________Phone Number: _________________ 

Name of Child: ________________________________________ Birth Date: _________________________ 

Date: ___________________________________ Name: ______________________________________________ 

How will child care support the child’s specific needs 

Reason for Referral 















(For example: The child has Prader Willi Syndrome and would benefit
from being in a child care setting that provides him/her with same-age role models for many developmental tasks as a part of his/her treatment plan):

Additional information to support referral 
required: 

 
 
 
 
 
 

 Sensory 







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REFERRAL FOR MEDICAL AND/OR EXCEPTIONAL CIRCUMSTANCE - CHILD 
This parent/guardian has applied for Child Care Subsidy due to a medical and/or exceptional circumstance for their child. 
The information that you provide will assist us in assessing their application and determining eligibility. 

I authorize the below listed Doctor/Referral Agency/Other Community Professional to complete this referral and to 
forward this information to the authorized representative of Halton Region.  

I authorize Halton Region staff to contact me via my home/work/cell phone number if additional information is 
required.  

I authorize the release of information and give permission to exchange information between the Social and 
Community Services Department at Halton Region and this agency/individual/professional for the purpose of 
determining eligibility for the Child Care Subsidy. 

Parent/Guardian Signature 

Please check this box if you are completing this form electronically.  Please ensure to include your name and date 
below.

Referring Agency/Doctor Agency/Doctor’s Stamp 
Agency/Doctor’s Name 
Phone Number 
Contact Name 
Professional Designation 

 Attention Deficit   
Disorder/Attention Deficit 
Hyperactivity Disorder 

Medical Needs  

Social Needs 
 
 
 
 
 

Autism Spectrum Disorder Speech Language Delay 
Biological Trauma (please explain) 
Down Syndrome Other (please explain) 
Established/Genetics 
Fetal Alcohol Spectrum 

Disorder 

 
  March 2 023



  

Estimated length of time child care is needed: 

Start Date: ___________________________ Update Required/End Date: ___________________________ 
(12 month maximum) 

Type of Care: 

☐ ☐

☐ ☐ ☐ ☐

Date: ___________________________________ Name: _____________________________________________ 

____________________ 905-825-6000 ext.: _______ 

Other community supports currently being accessed, referred to or considered for the child 
and family: 
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Part-time Child Care (1-4 days) Full-time Child Care (5 days)

Before School After School Before and After School School Age School Break Care

Signature of Referring Professional 

Please check this box if you are completing this form electronically.  Please ensure to include your name and 
date below.

This form should be returned to: 
Halton Region, Children Services, Social & Community Services 
1151 Bronte Road, Oakville, ON, L6M 3L1 
Fax: 905-825-8821 Attention Child Care Representative 

Personal information on this form will be used to document your consent to obtain social/medical information from the professional(s) identified above. 
The information collected will be used to assess your eligibility for child care services. Personal information is collected pursuant to section 71 of the Child 
Care and Early Years Act, 2014, S.O. 2014, c.11, Sched 1 and Regulations made under that Act, and will be used to administer Halton Region's Child 
Care Services Program. Questions about the collection of your personal information should be directed to your Child Care Representative or the 
Manager, Systems Planning and Evaluation, 1151 Bronte Road, Oakville, ON, L6M 3L1, 905-825-6000 or toll free at 1-866-441-5866. 


	REFERRAL FOR MEDICAL AND/OR EXCEPTIONAL CIRCUMSTANCE - CHILD
	Parent/Guardian Information (please print):
	Parent/Guardian Signature
	Referring Agency/Doctor
	Agency/Doctor’s Stamp
	How will child care support the child’s specific needs
	Reason for Referral
	Additional information to support referral required:
	Other community supports currently being accessed, referred to or considered for the child and family:
	Estimated length of time child care is needed:
	Type of Care:
	Signature of Referring Professional
	This form should be returned to:


	001: 
	002: 
	003: 
	004: 
	005: 
	006: Off
	007: 
	008: 
	009: 
	010: 
	012: 
	011: 
	013: 
	014: 
	015: Off
	016: Off
	017: Off
	018: Off
	019: Off
	020: Off
	021: Off
	022: Off
	023: Off
	024: Off
	025: Off
	026: Off
	027: 
	028: 
	029: 
	030: 
	031: Off
	032: Off
	033: Off
	034: Off
	035: Off
	036: Off
	037: Off
	038: 
	039: 
	040: 
	041: 


