
WIC PROGRAM REFERRAL FORM 

 

TO (AGENCY/PHYSICIAN): _____________________________________________DATE:_________________ 

 

PARTICIPANT: __________________________________________________BIRTH DATE: ________________ 

PARENT/GUARDIAN: _________________________________________________PHONE: ________________ 

ADDRESS: __________________________________________________________________________________ 

                                            Route/Street                                     City                            State                           Zip                   

 

REASON FOR REFERRAL: _____________________________________________________________________ 

 

____________________________________________________________________________________________ 

 

MEASUREMENT DATE: _____________HT: _____________WT: _____________ HGB/HCT: ______________ 

 

CPA SIGNATURE/TITLE: ______________________________________________SITE NO.:  _______________ 

 

PARTICIPANT/PARENT/GUARDIAN SIGNATURE:  ________________________________________________ 

             I give permission for WIC to release the above information 
 
 
TREATMENT/RECOMMENDATION: ____________________________________________________________ 

 

____________________________________________________________________________________________ 

 

SIGNATURE/TITLE: ___________________________________________________________________________ 

 
INSTRUCTIONS: 

Agency Initiating Action: Complete form, retain pink copy. 

Agency Receiving Referral: Complete disposition, retain yellow copy.   

           Return white copy to referring agency. 

 

WIC-35 

(10/95)                                                                                                                                                        (LOCAL AGENCY STAMP) 


