
S& B Home Services Initial Referral Form

	Referral Date: 

	Email:

	Referring Person:

	Phone#:

	Adult:           Child:
	Does adult have POA or legal guardian:
Yes           No

	Parent/Guardian Name: 

	Phone#: 

	Guardianship Relationship:
Parent      Court approved POA/Guardian
	POA/Guardian must bring court approved paper to intake once scheduled

	Client Name:

	DOB:


	Medicaid #:

	Gender: M     F

	Address:

	County: 

	City: 
	Zip:


	Are there any other services being provided?
Yes     No 
	If Yes What Services:

	Health Condition: 
	Medications:




	Primary Physician: 
	Phone Number: 


	Services: 

	




I______________________________________________, give S& B Home Services permission to confirm my insurance. I also give S& B Home Services permission to share my information with therapist/doctors/psychologists to help assist with ongoing plan of care. I acknowledge that signing this form does not guarantee approval of services.
Signature of Client/Guardian: ___________________________________________
Date: _____________________________
