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REFERRAL FORM AND APPLICATION FOR SERVICES

BETTER CONNECTIONS, INC.
315 Clifton Street, Greenville, NC  27858
252-814-2118 (o)/252-689-6013(f)

Individual's Name: 
__________________________

Date of Birth:  ________________
Address: 

__________________________

Medical Record #: _____________




__________________________

Age: ______ Race: _____ Sex:    F     M

Adjudication:
 Competent Adult   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If no, please complete information below.


 FORMCHECKBOX 
 Minor

      FORMCHECKBOX 
 Adjudicated Incompetent Adult

Legal Guardian: _____________________________


Relationship:    _______________
Address: ___________________________________


Phone #: ____________________

___________________________________________


              Other Phone#: _______________

PURPOSE FOR REFERRAL: 

State in narrative form the individual's needs disabilities and history of problems, including diagnoses: 

	

	

	

	

	

	

	

	


SUPPORTS REQUESTED (check all that apply):
	
	Supervised Living
	
	Community Living & Supports
	
	Community Networking

	
	Crisis Services
	
	Day Supports 
	
	B-3/Individual Supports

	
	Community Based Respite
	
	Personal Assistance
	
	Other

	
	Supportive Employment
	
	Community Based Respite
	
	

	
	Community Guide
	
	Residential Supports I, II, III, IV
	
	


PLEASE INCLUDE THE FOLLOWING INFORMATION WITH COMPLETED REFERRAL FORM IF AVAILABLE:

	Treatment Plan (ISP, ELP, PCP, etc.
	Plan Revision

	Medical & Health History
	NC Snap

	Cost Summary/Budget
	Copy of Medicaid, Medicare Card

	Legal Guardianship/Custodial Information
	Other Funding Source:  

	Psychological Evaluation
	Any other relevant information/documentation


I attest that the above referral information is a correct and accurate representation of supports requested.
______________________________________

____________________________
Signature/Title of Referral Source


Date
