
 

 

Learn How to Reduce the Risks of SIDS: 

 
**Alarming statistic: The leading cause of death 
for infants one month to one year of age is SIDS.  
Many SIDS deaths are later determined as death 
due to suffocation.  Find out how you can reduce 
the risk factors and promote safety for your     
newborn.   

 
It’s as simple as A-B-C!   

 

By providing a safe sleeping environment. 

 
 
 
 
 
 
 
 
 
 
 

Place infants to sleep: 
 

     Alone 
on their Back 

               in a Crib 
 

The ABC’s of  Sleep Safety 

To register for one of the trainings contact Geraldine Lochren at Success By 6 at (352) 369-2315  
or email her at glochren@elc-marion.org. 

     In Partnership with United 
Way of Marion County: 

C a r i n g  T h r o u g h  C r i b s        
through Success By 6 and       
Kids Central, Inc. can provide   
new parents and caregivers      
with information, training and    
resources (including a new crib,   
if needed) free of charge, to     
promote  a  safe  s leeping             
environment  for  your  baby. 



 

                                                        

In partnership with: 

SUCCESS BY 6 
CARING THROUGH CRIBS REFERRAL FORM 

 
3304 SE Lake Weir Av, Suite 2, Ocala, FL  34471       Phone (352) 369-2315               Fax (352) 369-2475 
 
From Agency/Organization: 
 
Referring Person _____________________________________________ 
 
Referring Agency ____________________________________________ 
 
Contact Number _____________________________________________ 
 
Representative’s Signature_____________________________________  Date _____________________ 
 

 Parent was informed of referral prior to sending.  If not, why _________________________________ 
 
Person in need of services: (For Marion County Residents ONLY) 
 
Name _____________________________________________________ 
 
Phone Number ______________________________________________ 
 
Alternate Number (if available) _________________________________          
 
Street Address _______________________________________________ 
 
City, State, Zip code __________________________________________ 
 
Pregnant at time of referral (Yes/No) _____________________________ 
 
Due date or Infant’s date of delivery _____________________________ 
 
Infant’s name (if known) ______________________________________ 
 
If not referred during prenatal period, state need for crib/hardship (such as no crib, unsafe sleeping 
environment, broken crib, currently co-sleeping, recently relocated, residing in a shelter, relative 
caregiver placement, etc.) 
 
 
______________________________________________________________________________ 
 
 
 
________________________________________                   ____________________________ 
Parent’s Signature (if able to obtain)                 Date 
 

 


