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IPM Referral Form

Client Name

Parent Name

Address

APT#

NYCHA Y []
N []

Borough

Zip Code

Telephone #

Appointment Date | |

Time | |

TargetArea [ ] Kitchen
|:| Bathroom
|:| Bedroom

[] Other |

Pest |:| Roaches

[] Other |

Please E-mail this form to ipm@health.nyc.gov

Referral Name and |
Organization

Date |
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