Individualized Home Supports Referral Form Date:

< COMMUNITY OUTREACH SERVICES LLC >

We Value Our Clients

4921 Aldrich Ave. N k & Phone: 763.507.0053
Brooklyn Center, MN 55430 - % Fax: 763.259.8070

www.jholloway®@coslic.org

Name: DOB:

First MI Last MM/DD/YR
Address: i i

Street City Zip Code
Phone: SSN:
PMI/MA: Spend Down: Yes No
If yes, the client agree to pay spend down for IHS: Yes No
Diagnosis:
0O IHS without Training O IHS with Training
Physicians Name: Phone:
Name Of Clinic:
Address:

Street City Zip Code
Case Manager/Social Worker:
Phone: Email:
Is there a gender preference regaurding the assigned staft? No Male Female

Other Information and concerns:

Emergency Contact:

Phone: Relationship:

IHS Start Date: IHS End Date:

Aurhorized IHS Hours Per Week:
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