STATE OF CONNECTICUT

DEPARTMENT OF SOCIAL SERVICES

CONNECTICUT HOME CARE PROGRAM FOR ELDERS ELECTRONIC REFERRAL FORM

*** All fields are required unless otherwise noted.
Forms submitted without income and asset information will not be processed  ***
	FOR USE BY HEALTH CARE PROFESSIONALS ONLY

	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:


 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female

	Marital Status:
 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
 Never Married
 FORMCHECKBOX 
 Separated
 FORMCHECKBOX 
 Divorced
 FORMCHECKBOX 
 Widowed

	EMS Medicaid ID No. (If known)
     


Medicaid Application Submitted?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
	Monthly Gross Income:
$     

Countable Assets:

$     


	Medicare No. (if known)
     


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

	Client Representative (if known)
     
	Relationship

     
	Telephone No.

(   
)       
     

	Home Health Agency (if known)
     
	Contact Person

     
	Telephone No.

(   
)      
     

	Name of Person Completing This Referral
     
	Relationship

     
	Telephone No.

(    
)      
     

	Comments: (optional)
     


	DSS REVIEWERS USE ONLY – DO NOT WRITE BELOW THIS LINE

	Diagnosis
     

	 FORMCHECKBOX 
 Essential Services 

 FORMCHECKBOX 
 PSE
 FORMCHECKBOX 
 DMR
 FORMCHECKBOX 
 PCA Waiver

Medicaid Status

 FORMCHECKBOX 
 Active
 FORMCHECKBOX 
 Pending
 FORMCHECKBOX 
 Inactive
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.



	Category Type
 FORMCHECKBOX 
 1
 FORMCHECKBOX 
 2
 FORMCHECKBOX 
 3

Process for Assisted Living?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Demo
 FORMCHECKBOX 
 Private
 FORMCHECKBOX 
 Cong/Hud

Process for Disabled Pilot Program?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
DSS Clinical Reviewer:
     
	

	Date Referred

Agency

for Assessment
:
     


Referred To:

     



Instructions for Completing Form W-616WEB

Referral forms submitted without income and asset information will not be processed and returned to sender.

Please type or write as neatly as possible. Please make sure information is accurate and complete.
	Applicant Name
	Enter the applicant’s last name, first name and middle initial (if known).



	Telephone #
	Enter the applicant’s home telephone number.  

	Date
	Enter the current date.

	Applicant Address
	Enter the street address, apartment number, city, and zip code where the applicant resides. 

	Applicant Location if not at home
	Enter the address of the nursing facility, relative’s home or other location where the applicant is currently residing, if other than the applicant’s home.

	D.O.B.
	Enter the applicant’s date of birth.

	Social Security No.
	Enter the applicant’s social security number. 

	Sex
	Check the appropriate box to indicate if the applicant is female or male.  

	Marital Status
	Check the appropriate box to indicate marital status.

	EMS Medicaid ID
	If the applicant has a Medicaid (or Title XIX) number, enter it here. (not required) 

	Medicaid Application Submitted
	If the applicant does not have a Medicaid (or Title XIX) number, check the appropriate box to indicate if an application for Medicaid has been submitted to the local Department of Social Services office.  To find the local DSS office, click on the following link: DSS Regional Offices

	Monthly Gross Income REQUIRED
	Referrals submitted without this information will not be accepted and returned to sender. Enter the total amount of income from all sources including social security, pension, IRAs, etc.

	Countable Assets REQUIRED
	Referrals submitted without this information will not be accepted and returned to sender. Enter the total amount of all countable assets.  For more information about what assets are counted, please click on the following link: Program Brochure - Countable Assets.

	Medicare # 
	Enter the applicant’s Medicare number, if known.  (not required)

	Does the applicant know the referral is being made?
	Check the appropriate box to indicate if the applicant is aware that you are making a referral to  the Connecticut Home Care Program for Elders.  

	Applicant Representative 
	Enter the first and last name of the person who can be contacted to act as an authorized representative for the applicant. (not required)

	
	Enter the relationship of the applicant’s representative to the applicant.  Ex: son, daughter, sister, power of attorney, etc.

	Telephone No.
	Enter the applicant representative’s telephone number.

	Home Health Agency 

	Enter the name of the home health agency that has been providing home care services to the applicant.  (not required)

	Contact Person
	Enter the name of a contact person from the home health agency to be contacted for information about the applicant.

	Telephone No.
	Enter the home health agency contact person’s telephone number. 

	Name of Person completing this Referral:
	Enter your first and last name.

	Relationship
	Enter your relationship to the applicant.  Ex: son, daughter, case manager, power of attorney, etc.

	Comments:
	Enter any additional information that would be helpful for us to know about the applicant or the referral not included above.  


Do not enter any information under ‘DSS REVIEWERS USE ONLY – DO NOT WRITE BELOW THIS LINE.”   

Fax completed forms to:  860-424-5313.

Mail completed forms to: Alternate Care Unit, DSS, 25 Sigourney St., Hartford, CT 06106.






W-616WEB


(New 9/07)








