
SCDHHS/IDEA PART C/APR2025/ALL PREVIOUS VERSIONS ARE VOID BABYNET SERVICE PROVIDER REFERRAL FORM 

BabyNet Service Provider Referral Form 

SECTION 1:  CHILD INFORMATION 

Child’s Last Name: Child’s First Name: DOB: BRIDGES ID #: 

Parent/Guardian Name: Parent/Guardian Email:

Parent/Guardian Phone (best contact): Home Address: 

Address/Location of Service Provision (if different than home):  Childcare Center  In-home Childcare 

Days/Times NOT convenient for the family: 

Child’s Pediatrician and Contact Information: 

SECTION 2:  PAYOR SOURCES 
Payor Sources: 

Private Insurance/Tricare  

Medicaid  

Policy Name______________ Policy #________________ Group #_________ 
Medicaid Number_______________________

FFS  MCO   MCO Name___________________     Does this child have TEFRA? Y  N   SSI? Y  N 

If the child is covered by private insurance and does NOT have Medicaid, the family must provide consent 
for BabyNet providers to bill private insurance. Attach signed Consent to Use Insurance Resources form.
SECTION 3:  SERVICE REQUEST 

Service Consent Service Consent 

Yes No Yes No 

Hearing Evaluation ST Services 

OT Evaluation ABA Evaluation 

OT Services ABA Services 

PT Evaluation Vision Evaluation 

PT Services Other (please specify) 

ST Evaluation 

Has the child previously received the requested service(s)? Yes No 

Reason for Referral (additional comments):  

SECTION 4:  SERVICE COORDINATION CONTACT 

Service Coordination Agency: Service Coordinator: 

Service Coordinator Phone: Service Coordinator Email: 

Note:  BabyNet Service Providers are responsible for verifying all billing and service information in BRIDGES prior to 
providing services. Providers must be added to Planned Services before they can contact the family. Service 
Coordinators must obtain consent to release information from the family prior to sending this form to a provider. 
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