
HEALTHY HOMES DEPARTMENT
Lead Poisoning Prevention Program

ALAMEDA COUNTY | Community Development Agency 
  

2000 Embarcadero, Suite 300, Oakland, California 94606
 phone  510.567.8000 • fax  510.567.8272 • www.achhd.org 

An initiative of the Alameda County Healthy Homes Department

Referred by:   ___________________________________________________________________    MD ____     RN____    Other ____  

Fax Number _________________________________________   Email: ___________________________________________________

Clinic/Hospital/Agency:  ___________________________________________________   Phone#:______________________________

About the Promotores Pilot Project:  The Alameda County Healthy Homes Department has launched the Healthy Child Initiative 

(HCI) to increase blood lead testing of children through targeted outreach. The HCI Promotores Medical System Navigators will 

support families by providing education about exposure to lead hazards and encourage families to be blood lead tested.

Eligibility Criteria:   •  Live in the following cities; Hayward, San Leandro, San Lorenzo, Ashland, and Cherryland.

   • Have a child under the age of 6

   •  Family requires support to keep their child’s blood lead test laboratory appointment 

Child’s Name:  

________________________________________________________________    

Parent’s Name:

________________________________________________________________

Date of Birth: 

                            ________ /_______ /________

Address:  

_________________________________________________Apt#___________

City/Zip:  

________________________________________________________________

Phone-h:  (          ) _______________________________________________

Cell #:  (           ) ________________________________________________

Primary language:

 _______________________________________________________________ 

Ethnicity:

________________________________________________________________

Sex:

M ______

F_______

I give permission to release information about my child(ren) to the Healthy Child Initiative, so that they can contact me to 
discuss my participation in the project.

Doy permiso para que envíen esta información sobre mi niño al Healthy Child Initiative, para que se comuniquen conmigo y 
hablemos sobre mi participación en el proyecto.  

________________________________________________________ ___________________ 

Signature of Parent / Guardian Date
Firma del padre o madre / Tutor Fecha

For office use only

 PMSN ___________     

 Date_____________
FAX completed HCI Referral Form to: (510)567-8272
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