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ADULT MENTAL HEALTH DIVISION

REFERRAL FORM
REPRESENTATIVE PAYEE

ATTACHMENT B
Category A Service

Requires Prior-Authorization

	Additional information required for Representative Payee Services
All documents must be the most current version

	CONSUMER NAME      
	AMHD REF #       

	
	Copy of Social Security & ID Card

	
	Place of Birth (City and State/Country)

	
	Mother’s Maiden Name 


DOH AMHD Referral Form Attachment B (6-7-10)

