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Caregiver: 
Last Name:     First Name: 

 
Home Phone: 

 
Cell Phone: 

 
Work Phone: 

Best time to call  
between 8 to 4:30: 

 
Address: 

                  Street #                   Street Name                   Apt.#                      Zip 

Qualifications for the asthma program include any asthmatic child under 18 years old, 
residence in the Columbus or Worthington, and a generous income limit. The Healthy 
Homes Program will determine who qualifies for Healthy Home Program services. 

Child: 
Last Name:     First Name: 

Columbus Public Health, 240 Parsons Avenue, Columbus, Ohio  43215 
Phone:  614-645-7005; Fax:  614-645-7155; Web site: www.publichealth.columbus.gov 

Provide a description of the issues and any relevant medical diagnosis to help us 
determine risk (asthma, immune system disorder, COPD, etc): 

City of Columbus 
Michael B. Coleman, Mayor 

Your name __________________________________________________ 
 
Agency _____________________________________________________ 
 
Phone: _______________________Fax: __________________________ 

Would you like to be contacted concerning the results?      Yes   No 
If Yes, you will be contacted pending release from the client. 

Teresa C. Long, M.D. 
Health Commissioner 

Bringing health & safety home. 

V
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REFERRAL 
Is your home hurting your health? We can help! 

Free Home Asthma Trigger &  
Environmental Health Consultations 

for Columbus and Worthington 
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