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REFERRAL FORM
INSTRUCTIONS
The DOH AMHD Referral Form is to be used only for referrals to Housing, Treatment, Psychosocial Rehabilitation, Supported Employment and Case Management Services.

1. Agency Referring to:
Complete the following information for the agency that will receive the referral.
· Name
· Street Address, City, State, Zip
· Phone Number
· Fax Number
2. Service Referring to:
Indicate the type of service for the referral. Only to be used for Housing, Treatment, Psychosocial Rehabilitation, Supported Employment and Case Management service.
3. Referring Agency:
Complete the following information for the agency making the referral.
· Name

· Street Address, City, State, Zip

· Phone Number
· Fax Number
· Name and Phone Number of Contact Person

4. Consumer Demographic Information:  Complete the following information for the consumer being referred.

· Name
· AMHD Reference Number
· Gender

· Birth date

· Age
· Type of Current Housing: Indicate the type of housing that the consumer is currently residing in. List Homeless if the consumer is homeless.
· Address, City, State, Zip:  If the consumer is homeless, provide the location where the consumer can be found.
· Home Phone Number
· Cell Phone Number

5. Legal Guardian: 
If the consumer has a legal guardian, provide information on the name of the guardian, relationship of the guardian with the consumer, address, and phone number.
6. Diagnosis:
List all 5 Axis. For Axis I list the code and the diagnosis.  If there are psychosocial and environmental problems in Axis IV, specify what they are.
7. Eligibility:
Indicate “Yes or No” if the consumer has been determined to meet eligibility criteria for AMHD services.

8. Forensics:
Include the following information if applicable.
· Check legal status if applicable.
· List the date of the next court date if known.
· If applicable, provide the name and phone number of the Forensic Coordinator.
· If applicable, provide the name and phone number of the Parole/Probation Officer.

9. Hospitalized Consumers:
If the consumer is currently in the hospital, provide the name of the hospital, date of the next discharge planning meeting, and date of the planned or anticipated discharge.

10. Health Insurance:
List all the health insurance coverage that the consumer has and the member number for each.
11. Income:
Provide information on the amount of the consumer’s monthly income, the source of the income and other assets.
12. Psychiatrist:
Provide the name, address and phone number for the consumer’s current psychiatrist.
13. Primary care Physician:
Provide the name, address and phone number for the consumer’s current primary care physician.

14. Case Management/
Provide information on the name of the agency, name of the case manager or ACT Team,

ACT Team:
phone number and address of the case management/Act team agency serving the consumer.
15. Housing:
Include the following information.
· Indicate “Yes or No” if housing is needed and if the consumer has a Section 8 Rental Subsidy.
· For Housing Referrals Only:
a) Indicate the level of housing requesting. Check only one level of housing.
b) Indicate “Yes or No” if the consumer requires an accessible home or reasonable accommodation
c) If yes, describe what the consumer needs.

16. Citizenship:
Indicate the consumer’s citizenship status.
17. For Kalihi Palama Community Fitness Restoration Program (KFit) Referrals Only: Provide the information requested.
18. Interpreter Services:
Indicate if the consumer needs an interpreter.  If yes, specify the language.
19. Rep Payee Services:
Indicate if the consumer has a Rep. Payee.  If yes, provide the name and phone number of the Rep Payee.
20. Other Current Services:
Indicate any of the listed services utilized by the consumer. If CRF has been used, fill in the amount owed.  
21. Attach the documents listed if applicable. Certification of Homelessness applies to consumers who are homeless and applying for a HUD home. Contact Steadfast Housing Development Corporation or Mental Health Kokua for the form.
22. Applies to ACT, Specialized Residential Treatment, Day Treatment, Intensive Outpatient Hospital, Community Based Case Management, Psychosocial Rehabilitation and Outpatient Treatment Services Only.  The referring Agency shall submit the documents listed under the service referring to. 
23. Completed by the referral source.  Print Name, Sign and date.
24. Provider Decision Form:
To be completed by the agency who received the referral.  Copy to be sent to the referring agency and AMHD UM.  
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