
Nina Watchman 
ILAUNCH Home Visitor 
(541) 240-8558
NinaWatchman@yellowhawk.org 

Nicole Whiskeyjack 
ILAUNCH Community Coordinator 

& Home Visitor 
(541) 240-8440

NicoleWhiskeyjack@yellowhawk.org 

Prenatal, Maternal, Child, and Family Services Referral 

Project ILAUNCH (Indigenous Linking Actions for Unmet Needs in Children’s Health) is designed to promote 
the wellness of Tribal children from birth to age eight by addressing the behavioral, cognitive, emotional, 
physical and social aspects of their development. 

Please check all that apply: 

☐ 1st pregnancy

☐ Newly pregnant – connect with
resources

☐ Young parent(s)

☐ Gestational diabetes/risk of

☐ Desire for additional parenting
knowledge/skills

☐ Infant feeding/weight gain
issues

☐ Child with/at risk for
developmental delays

☐ Behavior issues

☐ Additional support

☐ Limited support network

☐ Trauma History

☐ Depression/Anxiety

☐ Does not feel safe in current
relationship

☐ Tobacco use

☐ Substance abuse
(type__    _) 

☐ Problem Gambling

☐ Medical condition

☐ Financial Stressors

☐ Employment concerns

☐ Other (please describe below)

Additional information: 

Referring source information:  

Organization/Department:  

Person/Provider submitting referral: 

Phone number:   Fax number: 

Today's date:   Person being referred: ____ 

DOB:   Primary phone:  Secondary phone: 

Home Address:  City/State/Zip:   

Client consent to contact: YES NO Preferred Communication: Text    Email      Call 
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