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Name: Date of Birth:   

First Middle Initial Last Social Security Number: 

Address: 
Street/P.O. Box City State County Zip 

Phone: (Cell) (Home) 

US Citizen or Legal Resident: o Yes o No o Homeless o At Risk of Homelessness Marital Status:

Does individual have a: Legal Guardian: o Yes o No Power of Attorney: o Yes o No 

Has Guardian been notified of this referral? (please provide the guardianship documents or POA)  o Yes o No 
Is the client aware of this referral? o Yes o No 

Gender identity: o Male o Female o Gender Fluid o Transgender Male o Transgender Female o Genderqueer 

Race: o White o Black or African American o Asian o Native Hawaiian or Pacific Islander o American Indian 
or Alaska Native o Other: 

Ethnicity: o Non-Hispanic/Non-Latino o Hispanic/Latino: (circle) Central American, Cuban, Dominican, Mexican/Chicano, 

Puerto Rican, South American Interpreter needed: o Yes o No Please specify language: 

Income Sources and Amounts: SSI , SSDI , PAA , Food Stamps , Other Rep Payee o Yes o No 

Insurance: Medical Assistance (Medicaid)# , Private Insurance o Yes o No 

What is the primary priority population diagnosis? 

Current Legal Status (i.e. parole, probation, conditional Release, etc)  
Primary Behavioral Health reasons for referral:   

 _____________________________________________________________________________________________________________________ 

Barriers to Independence:   

Somatic Health and needs for Assistive Technology: 

Risk Taking Behaviors (incl Hx of Violence, Aggression, and Substance Abuse): 

Referral Source: 

Name, credentials: Signature:   ______ 

Facility (if applicable): Phone:  ______________________________________ 

Email:___________________________________________________ 




