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 STATE OF CONNECTICUT


 DEPARTMENT OF SOCIAL SERVICES

	INTRA-REFERRAL

DSS ACU-ACCESS AGENCY/PROVIDER/DDS/DMH

	TO:
	     
	
	DATE:
	     

	
	
	
	FROM:
	     

	
	     
	
	
	     

	Client’s Name:
	     
	
	Case Number:
	     

	Address:
	     
	
	Date of Birth:
	     

	
	     
	
	Home Phone No.:
	     

	
	     
	
	Message Number:
	     

	
	
	
	
	     

	
	
	
	Contact Person’s  Name (If Message Number):
	


	INFORMATION/REQUEST:
     

	Does the client need nursing facility care?          FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	FOR DDS/DMH USE ONLY

Please check appropriate box:

	 FORMCHECKBOX 
  Eligible to enter or remain in nursing facility

 FORMCHECKBOX 
  Requires active treatment for mental illness
	 FORMCHECKBOX 
  Requires active treatment for mental retardation

 FORMCHECKBOX 
  Further information needed/requested


Comments:    

     
