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Description automatically generated]Elite Collective Care
	95 Westlake Rd. Suite 107
Hardy, VA 24101
EliteCollectiveCare@gmail.com
INITIAL REFERRAL/APPLICATION FORM
Service(s) being requested:
⃝ In-Home Residential Support 	⃝ Group Day			⃝ Group Home Residential
⃝ Independent Living			⃝ Community Engagement	⃝ Sponsored Residential
⃝ Community Coaching		⃝ Workplace Assistance

General Information:
Applicant name: _______________________________________________________________________
Date of birth: __________________________			Gender: _________________________
Address: _____________________________________________________________________________
Primary Phone: _________________________		Alternate Phone: ________________________
Email Address: ________________________________________________________________________
Diagnosis: ____________________________________________________________________________
_____________________________________________________________________________________
Medicaid Waiver Type:		⃝ CL		⃝ FIS		⃝ BI
Individual Medicaid#: ___________________________________________________________________
Legal Guardian or Authorized Representative: _______________________________________________
Relationship: __________________________________________________________________________
Address: _____________________________________________________________________________
Primary Phone: _________________________		Alternate Phone: ________________________

Referring Information:
Referral Source: _______________________________________________________________________
Support Coordinator/Case Manager: _______________________________________________________
Primary Phone: _________________________			Fax: ________________________
Email: _______________________________________________________________________________

Medical Information:
Current Health Problems, Complaints and/or Disabilities not listed previously: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Serious Health Problems: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medications: OR ⃝ Included Current Medication List
	Medication
	Dosage
	Why Prescribed

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Specific Areas of Interest:
Check the areas that the individual is most interested in learning about while receiving services:
· Activities of daily living
· Personal care
· Caring for home
· Self-advocacy
· Choice making
· Communication and conversation skills
· Social behavior
· Handling difficult feelings and situations/conflict resolution
· Job seeking skills
· Navigating the community
· Safety and home and in the community
· Time management
· Handling money and making purchases
· Pre-vocational skills
· Assistance with medical care needs
· Assistance with mental health or emotional needs
· Other: (explain below)

Reason for referral including presenting needs and preferences: ________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Number of hours requested: _____________________________________________________________

		Documentation Required with Referral Form:
	Date of Report
	Date Received (DWS Office use)

	Psychological or other diagnostic report indicating diagnosis of developmental disability and/or intellectual disability
	
	

	SIS - Full Report or ⃝ No SIS default tier 2
	
	

	P1. Essential Info, P2. Personal Profile, P3. Shared Plan, P4. Agreements
	
	

	Eligibility for Medicaid Waiver funding or VIDES
	
	

	Most Current Risk Assessment Tool (RAT)
	
	

	Choice of Provider Form (VIC)
	
	

	Proof of Guardianship (if applicable)
	
	



Referral Source Name: __________________________________________________________________

	
	



Signature: ____________________________________________	Date: _____________________
	Helping our individuals maximize their potential to enjoy life’s opportunities! 	
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