
       Soulful Solutions Inc. 

HSS Referral Form: Waiver Clients 
                                Phone: 651-788-9933 | Fax: 763-356-4325 

                       NPI#: 1821770033 

Referring Person’s Information:    

Date of Referral:____________________  

Name of waiver case manager: ____________________________________________________ 
Phone: ____________________   Email: _______________________________________ 

Client Information:  

Legal Name: ___________________________ Preferred Name: ____________________________ 

Date of Birth: ___________________________ PMI#_______________________________________ 

Insurance Provider: ____________________ Insurance Member ID: ______________________ 
Monthly Spenddown Amount (if applicable): _________  

Mailing Address: _______________________________________________________________________________ 
Current Address (if different from above): _______________________________________________________ 

Phone: ________________________________ Email: _________________________________________ 

Eligibility Determination:  

Does the recipient receive any of the following duplicative services? (check yes or no) 
     Assertive Community Treatment (ACT)   ___ Yes    ___ No 
     Moving Home Minnesota (MHM)   ___ Yes    ___ No  
     Relocation Service Coordination (RSC) ___ Yes    ___ No 
     Other Duplicative Services ___ Yes    ___ No  

  

What is the client's current living 
situation? (check one) 

❑ Own Housing (name is on lease, fully 
independent living) 

❑ With Family/Friends due to 
economic hardship 

❑ In a facility (ICS, group home, adult 
foster care, etc.) 

❑ Homeless 

What is the client’s preferred living situation? (check 
one) 

❑ Own Housing (name is on lease, fully 
independent living) 

❑ With Family/Friends due to economic hardship 
❑ In a facility (ICS, group home, adult foster care, 

etc.) 
❑ Other: _________________________________ 

Is this a provider transfer? (check yes or no)        ___Yes   ___ No 

Service Requested: (check one)   ___Transition   ___ Sustaining    

Support Plan Checklist:  

❑ Include all pages, including the signature pages 

❑ All fields in the section of “My Supports” is filled out (see example on page 2) 

 

Please email the completed form AND current support plan to  
hssreferrals@soulfulsolutionsinc.com 

or fax it to 763-356-4325. 
 

 

 



Example Support Plan section for HSS:  

 

 


