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CARE COORDINATION REFERRAL

	SERVICE REQUESTED:
 TCM Mental Health (UC)     TCM DD/Autism/ID (UD)     TCM Medical CC Only (UB)                   

 Children’s BHH                       Adult CI                                  Adult’s BHH  

REFERENT CONTACT INFORMATION:                                       Date Sent (by referent):  
Name: 
Office Address: 
Phone Number: 

	DEMOGRAPHICS OF CLIENT: (Client’s name spelled as it appears on MaineCare Card)
First Name: 

     
               Gender: 

     
           Last Name:  FORMTEXT 

     
           MI:  Male   Female

DOB: 

     
               

     
             Race (optional): 

     
        MaineCare #:  FORMTEXT 

     
                     SSN:  Class Member                     

	CLIENT’S CURRENT RESIDENCE (legal address where client will receive services): 

Street: 
Town: 

	LEGAL GUARDIAN(S):                 N/A
Name: 
Street: 
Town: 
Phone: 
	GUARDIAN(S) CUSTODY

Married:                 
Sole Custody:        
DHHS:                   
Own Guardian:      
Shared:                  

	SHARED CUSTODY:                   N/A
Name: 
Street: 
Town: 

	PRIMARY DIAGNOSIS (Including DSM-IV, DSM-V, or ICD-10 Code):

Current DX: 
 LOCUS Score: 

     
               FORMTEXT 

     
          Date of LOCUS:  LOCUS Unknown

	PRIMARY LANGUAGE: 

Client’s Primary Language: 
Does this client/family utilize interpreter services? 
Name of Interpreter: 

	PHS ADMINISTRATIVE USE ONLY:                Referral Date (date received from referent): 
MECare Verified?    Yes    No      Current?  Yes    No                     CI Assessment Needed?  Yes    No
Added to Waitlist?  Yes    No      CFSN/PA Done?  Yes    No        Copy in CC Mailbox?  Yes    No
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