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REFERRALREFERRALREFERRALREFERRAL    
 

DATE: ___________________ 
 

IDENTIFYING INFORMATION:IDENTIFYING INFORMATION:IDENTIFYING INFORMATION:IDENTIFYING INFORMATION:    
 
Client Name: ______________________________________________ 
Date of Birth: ___________________________________ Gender: ___ male ___ female 
Social Security Number: ______________________________ Race/Ethnicity: ____________ 
Address:__________________________________________________________________________ 
      Street      City   Zip Code 

Telephone Number: _______________________________ 
Subsidy (if any):  ____HAP ____Section 8 ____ Shelter+Care 

 

PRIMARY TREATING AGPRIMARY TREATING AGPRIMARY TREATING AGPRIMARY TREATING AGENCY INFORMATION:ENCY INFORMATION:ENCY INFORMATION:ENCY INFORMATION:    
Agency:  ______________________________________ 
Address:__________________________________________________________________________ 
       Street      City   Zip Code 
Primary Provider:  ___________________________________ Title:  _______________________ 
  
Telephone Number(including extension, if any): ______________________________ 
 
CLINICAL INFORMATION (Express using DSM-IV designations): 
Primary Diagnosis:  _____._______  ____________________________________ 
Secondary Diagnosis:  _____._______  ___________________________________ 
Tertiary Diagnosis:  _____.______  ____________________________________ 
Medical Conditions requiring attention:   _____________________________________________ 
_________________________________________________________________________________ 

 

SERVICES REQUESTED:  
Please complete the checklist on the back of this form.  Both the CSS and the client must 
participate in completing the checklist.  A description of each service is attached to this 
form. 

 
 
 
 
 
I wish to receive these services. 
 
____________________________________________   _____________________ 
Client Signature       Date 
 
 
____________________________________________   ______________________ 
CSS Signature        Date 

 
 
 
 



SERVICES REUQESTED: 
Column A: Client requests these services 
Column B: Case Manager requests these services 
 
 

SELF CARE SKILLS 
   A    B 
___  ___ Hygiene 
___  ___ Health and Wellness 
___  ___ Diet and Nutrition 
___  ___ Laundry and Clothing 
___  ___ Medication Assistance 
___  ___ Clean and Sober Living 

 

HOUSING RETENTION SKILLS 
   A         B 
___ ___ Maintaining Housing 
___ ___ Housekeeping and Home Maintenance 

 
 

COMMUNITY LIFE SKILLS 
  A   B 
___ ___ Social Skills 
___ ___ Community Mobility 
___ ___ Recreation and Leisure 
 

 

AUTONOMY SKILLS 
   A   B 
___ ___ Linkage to Services 
___ ___ Budget and Money Management 
___ ___ Smart Shopping 
___ ___ Managing Appointments 
___ ___ Education/Employment 
  

 

ADDITIONAL INFORMATION THAT WILL ASSIST IN SERVING THIS INDIVIDUAL: 
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