	Referring Provider:


	Child’s Initials:                                     

	Provider preferred contact (email, pager, phone #):
	Parent/Guardian’s Name:

	Date:
	Preferred Language:


Legal Issue/Presenting Problem(s) (please check all that apply)

	Housing
	Other

	 FORMCHECKBOX 
 Unfit conditions

 FORMCHECKBOX 
 Eviction

 FORMCHECKBOX 
 Security deposit if family moved due to      conditions
 FORMCHECKBOX 
 Loss of housing assistance

 FORMCHECKBOX 
 Other___________________________
	 FORMCHECKBOX 
 Other______________________


Housing Conditions:

 FORMCHECKBOX 
 Family request for repairs letter mailed on  ___________

 FORMCHECKBOX 
 Health care provider request for repairs letter mailed on __________

 FORMCHECKBOX 
 Home visit on ___________
Fax the completed form to CHAP at 314.534.1028 or email lkbarnes@lsem.org.  

Give the bottom-half to the patient-family.
-------------------------------------------------------------------------------------------------------------------

Children’s Health Advocacy Project

You have been referred to Children’s Health Advocacy Project (CHAP) – a free legal service offered by Legal Services of Eastern Missouri to improve patient health at St. Louis Children’s Hospital.
Please call CHAP at 314.256.8764 and leave your name and phone number to schedule your free legal service appointment.
Asthma Center Referral Form
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