 FORMCHECKBOX 
 Spanish Speaking


STATE OF CONNECTICUT



DEPARTMENT OF SOCIAL SERVICES

CONNECTICUT HOME CARE PROGRAM FOR ELDERS REFERRAL FORM

	Applicant's Name
(last)
(first)

     

     
	Telephone #

(   
)      
	Date

     

	Applicant's Address
(street)
(apt. #)
(city)
(state)
(zip code)

     
     
     
     
     

	Client location if not at home

     

	D.O.B.

     
	Social Security No.

   
- 
  
-
    
	Sex:


 FORMDROPDOWN 



	Marital Status:
 FORMDROPDOWN 

	Has client been in NH or Hospital for 30 days?     FORMDROPDOWN 
 

	EMS Medicaid ID No.

     


Medicaid Application Submitted
 FORMDROPDOWN 
 Yes

	Monthly Gross Income:

$     

Countable Assets:

$     


	Medicare No. 

     


	Does the applicant know the referral is being made?
 FORMDROPDOWN 
 Yes
 FORMCHECKBOX 
 No

	Client Representative

     
	Relationship

     
	Telephone No.

(   
)       
     

	Physician’s Name

     

	Specialty

     
	Telephone No.

(   
)       
     

	Home Health Agency

     
	Contact Person

     
	Telephone No.

(   
)      
     

	Caller's Name

     
	Relationship

     
	Telephone No.

(    
)      
     

	Comments:
     



	DSS/ACU Staff Taking Referral

     

	DSS REVIEWERS USE ONLY

	Diagnosis

     

	 FORMCHECKBOX 
 Essential Services  FORMCHECKBOX 
 PSE     FORMCHECKBOX 
 DDS    FORMCHECKBOX 
 PCA Waiver

 FORMCHECKBOX 
  DHMAS
Medicaid Status

     

Medicaid Coverage Group

     

Medicaid Redetermination Date

     

Services may begin
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Note:  
Services may begin only if client meets all


program requirements.  Fee for service only.

Staff
     

Date

     


	Category Type  FORMCHECKBOX 
 1      FORMCHECKBOX 
 2      FORMCHECKBOX 
 3      FORMCHECKBOX 
 4        FORMCHECKBOX 
5
Process for Assisted Living
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


 FORMCHECKBOX 
 Demo
 FORMCHECKBOX 
 Private
 FORMCHECKBOX 
 Cong/Hud

Process for Disabled Pilot Program
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Clinical Staff
:
     
	

	Date Referred

Agency

for Assessment
     

Referred To

     


	Comments:
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