Project L. O. V. E. Participation Referral Form

Name:
__________________________________________   Age: _________________

Address: ______________________________________ Zip code: ______________

Phone Number: ____________________________________

Expected Date of Delivery or Birthday of Child: ________________________________

Read to Participant:
· You, as a resident of either 43211 or 43203, can participate in the Immunization Peer Advocate (IPA) Program offered through Project L. O. V. E. because you are pregnant or your child is less than 2 years of age.
· This program is free of charge and includes: education sessions, case management, and incentives for participation. 

· If you wish to participate or would like more information, please provide us with the information above and someone from Project L. O. V. E. will contact you.  

Mail completed sheet to Attn: Tiffani Reid




    Project Love




    240 Parsons Avenue




    Columbus, Ohio 43215 or
Fax ATTN: Tiffani Reid or LaSandra Dent at 614-645-0006 or
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Call and refer directly to 614-645-1478

