ADRC Referral Form


FAX COVER SHEET
TO:

(Please fax this information to the I&S fax line at 1(888) 401-4606
FROM:



SUBJECT:





DATE:

January 6, 2017
# OF PAGES:
2 (including cover sheet)


Message…

Consumer requires assistance with the following:

 FORMCHECKBOX 
 Information and Referral- information about community services available to developmentally disabled adults, seniors and their caregivers.
 FORMCHECKBOX 
 Referral for MBOA-LIS (Low Income Subsidy) and/or MSP (Medicare Savings Plans)
 FORMCHECKBOX 
 Referral for SNAP (Food Stamps)
 FORMCHECKBOX 
 Intake and Screening- to be assessed for funded services for in-home and ALF (DOEA Form 701S completed-telephone screening)

 FORMCHECKBOX 
 Referral for Under 60 Disabled Adult Medicaid Waiver Screening

 FORMCHECKBOX 
 Client is receiving DCF/CCDA or HCDA services or is on the CCDA or HCDA Waiting List (for information only)
	Lead Agency/Service Provider:

Date:


	Worker name:

Worker email address:

Contact info: Phone ______________  Fax____________________

	Name of consumer:


	Social Security #:            DOB:

	Address:



	Zip Code:
	County:



	Phone number:


	Alternate phone number, if applicable:

	Person to be contacted:
	Best time to call:
	Language Spoken:



	Situation:


	MBC Referral Supportive Documentation:

                                                   

 FORMCHECKBOX 
   701B Assessment-Date_________ (required)
 FORMCHECKBOX 
   Level of Care- status: Requested/Included (circle one)
 FORMCHECKBOX 
   DCF Informed Consent Form 2040
 FORMCHECKBOX 
   DCF Form 2515 indicating date Case Management began
 FORMCHECKBOX 
   Other (please specify):

 _     Date 3008’s was received.____________________
 _     Room & Board rate if applicable.___________

	Is the client currently receiving any services?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


	If yes, what services?

	Is their information currently in CIRTS? 

            FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



	Have any other referrals already been given?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 


	If yes, what referrals were given?

	Does the consumer have a Caregiver?


            FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


	

	Any other pertinent information?



	Date fax sheet was sent to the WCFAAA ARC:


