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Referral Form for Services and Supports

[bookmark: Text47][bookmark: Text49]Referral Date: 4/25/2018	Time: 3:53 PM	Agency Name:     
Staff Person Taking Referral:      
	PERSON MAKING THE REFERRAL:

	[bookmark: Text82]Name:      

	[bookmark: Text50][bookmark: Text51][bookmark: Check84][bookmark: Check85][bookmark: Check86]Phone: (   )      	|_| Cell     |_| Home    |_| Work                                              

	[bookmark: Text39]E-mail:     

	[bookmark: Text85]Relationship to Individual in need of supports and services:      



	INDIVIDUAL IN NEED OF SERVICES AND SUPPORTS

	[bookmark: Text2]Name:      
	Age:    
	[bookmark: Text29]Date of Birth:      

	[bookmark: Text3]Address:      
	[bookmark: Text6]City:       
	Zip Code:      

	[bookmark: Text7]County:      
	[bookmark: Text8][bookmark: Text86][bookmark: Text87][bookmark: Check95][bookmark: Check96][bookmark: Check97]Phone: (   )        	|_| Home  |_| Work   |_| Cell

	[bookmark: Text30]E-mail:      

	[bookmark: Text13]If not English-speaking, preferred language:      

	[bookmark: Check74][bookmark: Check75]Do you live alone?	|_| Yes	|_| No
	[bookmark: Check1][bookmark: Check2]Safety issues (i.e. dogs)?	|_| Yes	|_| No
[bookmark: Text58]Please describe:      

	If not a home residence, please indicate the name and type of facility where the Individual is located.

	[bookmark: Text59]Facility Name:      

	[bookmark: Text83]Facility Address:      

	[bookmark: Check3][bookmark: Check4][bookmark: Check6]|_| Assisted Living	|_| Supportive Living Program	|_| Long-term Care Facility (Nursing Home)
[bookmark: Check7][bookmark: Check8]|_| Hospital	|_| Hospice Facility
[bookmark: Check9][bookmark: Text61]|_| Other: Name:      



	[bookmark: Check12][bookmark: Check13]DOES THE INDIVIDUAL HAVE A SPOUSE?	|_| Yes	|_| No
	[bookmark: Text62]If yes, Spouse Name:      

	Is spouse in need of services and supports?	|_| Yes	|_| No
	[bookmark: Text31]Age of spouse?    

	[bookmark: Check76][bookmark: Check77]Is there a friend/family caregiver or emergency contact that needs to be contacted?	|_| Yes	|_| No

	[bookmark: Text63]If yes, provide contact information (if known):      



	DOES THE INDIVIDUAL HAVE ANY OF THE FOLLOWING?

	[bookmark: Check14][bookmark: Check15][bookmark: Check106]Legal Guardian	|_| Yes	|_| No    |_| Unknown

	[bookmark: Check18][bookmark: Check19][bookmark: Check107]Representative Payee 	|_| Yes	|_| No    |_| Unknown

	[bookmark: Check22][bookmark: Check23][bookmark: Check108]Power of Attorney for Health	|_| Yes	|_| No    |_|Unknown

	[bookmark: Check87][bookmark: Check88][bookmark: Check109]Power of Attorney for Financial 	|_| Yes	|_| No    |_|Unknown

	[bookmark: Text64]If yes, provide contact information (if known):      

	[bookmark: Check89][bookmark: Check90]Is there a friend/family caregiver or emergency contact that needs to be contacted?    |_| Yes   |_| No

	[bookmark: Text84]If yes, provide contact information (if known):      

	[bookmark: Check78][bookmark: Check79]Is there any other individual at this residence that needs services and supports?   |_| Yes     |_| No

	NOTE: If yes, complete a separate referral form if 60 or over.  If under 60, refer to the proper state agency.

	[bookmark: Text33]Name of other individual (if known):      			

	[bookmark: Text43]Age of other individual (if known):      



	HEALTH INFORMATION:

	[bookmark: Check115][bookmark: Check116]Does the Individual have:  Hearing loss?  |_| Yes  |_| No  |_| Unk.       Vision Issues? |_| Yes  |_| No   |_| Unk.

	If yes, preferred method of communication (i.e., Interpreter, TTY Relay Services or Braille Assistance): 
[bookmark: Text36]     

	Has the Individual been told by a health care professional that they have any of the following?

	[bookmark: Check32][bookmark: Check33][bookmark: Check110]Alzheimer’s or any other type of dementia?    |_| Yes    |_| No    |_| Unknown

	[bookmark: Check34][bookmark: Check35][bookmark: Check111]Mental Health Illness?    |_| Yes     |_| No    |_| Unknown

	[bookmark: Check36][bookmark: Check37][bookmark: Check112]Physical Disability?	|_| Yes    |_| No    |_| Unknown

	[bookmark: Check80][bookmark: Check81][bookmark: Check113]Intellectual/Developmental Disability?    |_| Yes    |_| No    |_| Unknown

	[bookmark: Check38][bookmark: Check39][bookmark: Check114]Brain Injury (i.e., stroke, head injury, aneurysm)?	|_| Yes	|_| No    |_| Unknown



	ADDITIONAL INFORMATION REGARDING THE INDIVIDUAL IN NEED OF SUPPORTS AND SERVICES

	[bookmark: Text77]Reason for Referral (general concerns): Please provide any additional information regarding the Individual in need of supports and services that may be helpful.      

	[bookmark: Check68][bookmark: Check69]Does the Individual receive any supports and services now?	|_| Yes	|_| No
[bookmark: Text78]If yes, type of supports and services are received:      

	[bookmark: Check70][bookmark: Check71]Is the Individual experiencing any problems with the current supports and services?	|_| Yes	|_| No
[bookmark: Text81]Please explain:      

	[bookmark: Check72][bookmark: Check73]Has the Individual or spouse served in the military?    |_| Yes    |_| No

	[bookmark: Check82][bookmark: Check83][bookmark: Check104]Is the Individual aware of the referral?    |_| Yes    |_| No    |_| Unknown

	[bookmark: Check100][bookmark: Check101][bookmark: Check105]Is the Individual in immediate danger?    |_| Yes    |_| No    |_| Unknown
[bookmark: Text79]Explain:      

	[bookmark: Check102][bookmark: Check103]Is the Individual in need of immediate assistance?    |_| Yes    |_| No
[bookmark: Text80]Explain:      

	[bookmark: Check98][bookmark: Check99]Does the Individual want someone else to be present during the home visit?    |_| Yes       |_| No
[bookmark: Text69]If yes, who:      

	What would be the best time and method to contact the Individual (if known):
[bookmark: Text53]Time:      
[bookmark: Text70][bookmark: Text71]Phone: (   )      
[bookmark: Text55]E-mail:      
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