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FAX # FOR ALL HOME BASED REFERRALS: 651-925-0212 
 

Home-Based Services Intake Referral 
Client Information 
 

Client’s Name:        Age:     DOB:     / /  

 

Gender:  Male  ____  Female  ____      Soc. Sec#______-_____-_____ Race:      

 

Address:                 

 

Primary Caretaker: _________________________________________  Relationship: ____________________________ 

 

Home Phone:          Work/Cell Phone:         

 

Members of family or others living in the home:___________________________________________________________ 

                

  
Parent/Caretaker Information 
Please list Parent’s or Caretaker’s names, addresses and phone numbers, if different from above. 

 

Mother’s Name and Address:     Father’s Name and Address: 

                

                

 

Legal Guardian (if not parent): ________________________________________________________________________ 
 

Referral Information 
 

Referral Source:     ______   Agency/Division: ______________________________ 

 
Phone:                            __                   Fax:       _____                                                                                                             

 

Current Social Services/Psychological involvement? ___Yes ___No   If yes, _______________________________ 

 

Diagnosis: ____________________________  Medications: _______________________________________________ 

 

(IF CURRENT DIAGNOSTIC ASSESSMENT AVAILABLE, PLEASE SEND ALONG WITH THIS REFERRAL FORM, 

WITH SIGNED RELEASE OF INFORMATION INCLUDED) 

 

Therapist Requested:  __________________________  Urgent: ___ Y  ___ N  If yes, please describe: _______________ 
 

__________________________________________________________________________________________ 
 

Reasons for Referral:  _______________________________________________________________________________ 

 

_________________________________________________________________________________________________ 

Financially Responsible Party: (check either Medical Assistance, County Paid, or 3rd Party Insurance) 
Medical Assistance ____   County Paid  _   Insurance (3

rd
 Party)   __ 

MA#:_____________________ , or  SS#:____________________  Carrier:__________________ 

PMAP ID#_________________  and       Policy Holder:_____________ 

PMAP Group #: ___________________       Policy #:__________________ 

800 #:____________________ 


