Citadel Family Services, LLC
In-home Supported Living Services

Screening/ Referral Form


Date of initial contact: ___________

Location of screening: _________________

Screening staff: ______________________________________________________________

Type of Contact: 
___ Face-to-face

____ Telephone 

Referent Agency and Contact Person: _____________________________________________

Name: _________________________________________     Gender:  M     F        Age: ____

Marital Status: ___Married
___Single
___Divorced 
___Separated 
___Widow

Address: ___________________________________________________________________


   ___________________________________________________________________

Phone: ______________________________________

Employer: ___________________________________

Insurance Co.: ________________________________

Policy Number: _______________________________

Effective Date: ___________

Name of Guardian, or other responsible party: _______________________________________

Relationship: ___________________________

Address (if different from above): _______________________________________________





   _______________________________________________

Phone: _________________________________

Cellular: ______________________

Email: ______________________________________________________________________

Diagnosis and other accompanying disorders: __________________________________

_______________________________________________________________________

Presenting needs: _________________________________________________________

________________________________________________________________________

List relevant community-based services previously considered: _____________________

________________________________________________________________________

List specific training/ treatment goals the client should obtain prior to discharge: _______

________________________________________________________________________

Hours requesting services: __________________________________________________

Days requesting services: ___________________________________________________

Assessment

	Personal Care
	Communication
	Receptive Language

	__ independent
	__ speaks clearly in sentences
	__ understands most verbal communication

	__ Needs some help

Specify: _________________
	__ Speaks in sentences (unclear)
	__ Needs minor prompts with spoken directions

	__ Other
Specify: _________________
	__ Uses key words (vocabulary under 10 words)
	__ Needs major prompts

	
	__ Limited use of manual signs/ pictures
	__ Other
Specify: _________________

	
	__ Sounds/ gestures
	

	
	__ Fluent sign language
	

	
	__ no meaningful communication system
	


	Autonomy
	Communicates needs through behavior which is: 
	Ambulation

	__ can be left alone
	__ most often appropriate
	__ no impairment

	__ needs intermittent
	__ often appropriate
	__ unsteady gait/ excessively slow

	__ needs constant supervision
	__ Specify behaviors

__________________________
	__ ambulation aides (crutches, cane) used with

	
	
	__ Ambulation aides used with assistance

	
	
	__ Wheelchair used with assistance. 


	Sight
	Hearing
	Motor

	__ No impairment
	__ No impairment
	__ No impairment that affects work activities

	__ Visually impaired
	__ Hearing impaired
	__ Limited use of hands

	__ Profoundly/ legally blind
	__ Profoundly/ legally deaf
	__ No use of hands


Outcome of Screening

____
DECLINED

Reason: ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Referral sent to: _________________________________________________________

Date: ______________________________

____ 
ACCEPTED

Assessment Scheduled for: 

Date: _______________________________________
Time: __________________
Screening/ Referral Form


