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INITIAL REFERRAL FORM
Fax to (757) 610-9531
Or mail to:
4663 Haygood Road, Suite 201
Virginia Beach, Virginia 23455

Service being requested:

      Center Based Day Support          Non-Center Based Day Support  	Congregate Residential

General Information:
Applicant Name: _______________________________________________________________________
Date of Birth: ______________________	Gender: _______________
Address: _____________________________________________________________________________
Primary Phone: __________________________________ 	Alternate Phone: __________________
Diagnosis: ____________________________________________________________________________
_____________________________________________________________________________________
Medicaid Waiver Type:           ID         DD
Individual Medicaid Number: ___________________________________________
Legal Guardian or Authorized Representative: _______________________________________
Relationship: _______________________________________
Address: _____________________________________________________________________________
Primary Phone: __________________________________	Alternate Phone: __________________
Referring Information:
Referral Source: _________________________________________________
Support Coordinator: _____________________________________________
Phone Number: __________________________________	Fax Number: _____________________
Email: ________________________________________________________
Medical Information:
Current Health Problems, Complaints and/or Disabilities not listed previously:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Serious Health Problems:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications:
	Medication
	Dosage
	Why Prescribed

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Specific Area of Interest:
Check the areas that the individual is most interested in learning about while receiving services:
· Self-knowledge and self-determination
· Self-advocacy
· Problem solving
· Choice making
· Communication and conversation skills
· Social behavior
· Handling difficult feelings and situations/conflict resolution
· Basic computer skills
· Time management
· Handling money and making purchases
· Navigating the community
· Safety and home and in the community
· Assistance with medical needs
· Assistance with mental health or emotional needs
· Assistance with personal care needs
· Other: (explain below)

Reason for referral including presenting needs and preferences: ________________________________
__________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________

Number of hours/days requested: _________________________________________________________

	Documentation Needed along with referral form:
	Date of Report
	Date Received (VSG Office use)

	Psychological Report
	
	

	Level of Functioning Survey
	
	

	Health Status
	
	

	DS Person Centered Assessment
	
	

	DS Personal Profile
	
	

	Support Intensity Scale (SIS)
	
	

	Treatment Plan
	
	

	Critical Information
	
	



     

Referral Source Name: _______________________________________________________________
Signature: ____________________________________________	Date: __________________


	For VSG office use only:
Date referral received: __________________________
Date of initial contact: __________________________
Date of first meeting:  __________________________
Approved for services: __________________________
Not approved/referred to other agency (list agency): _______________________________
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