

Date: ____________
Referring Agency Name: ___________________________________________
Referring Agency Phone Number: ____________________________
Supports Coordinator Name: ________________________________

Participant Information
Name of Individual: ______________________________________________
Date of Birth: ______________      
[bookmark: Check1][bookmark: Check2]Gender: |_| Male	|_| Female
Address: _____________________________________________________________________
Phone Number: _________________________
[bookmark: Check15][bookmark: Check16][bookmark: Check17]Residence (check one): |_| Group Home	|_| Resides with Family/Guardian/Caregiver|_| Other:_________________
Name of Parent/Guardian/Caregiver _______________________________________________
Address:______________________________________________________________________
Phone Number:__________________________
What is the best time to contact Parent/Guardian/Care Taker?____________________________
What would __________ like to learn/ accomplish by Hempfield Hubs in the Harrisburg location?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. 

Is learning to use public transportation in the city of interest?  |_| Yes   |_|No ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. 
 
Does ____________ enjoy gardening? |_| Yes   |_|No

Does ____________ enjoy museums, visual or performing arts? |_| Yes   |_|No

Participants are asked to attend 5 days a week. Does this individual’s schedule allow for that? |_| Yes   |_|No 
Please provide as much information as possible with the referral (check all that apply and are attached to referral.    Items with asterisk must be included before participant can start): 
[bookmark: Check18][bookmark: Check21][bookmark: Check24]|_| Current Physical/TB Test* 	|_| Psychological/Psychiatric Evaluation(s)	|_| List of Medication*
[bookmark: Check19][bookmark: Check22][bookmark: Check25]|_| ISP*				|_| Lifetime Medical History*			|_| Other documents
[bookmark: Check20][bookmark: Check23]|_| BSP				|_| Assessment(s)

Please fax completed forms to HEMPFIELD BEHAVIORAL HEALTH: 717-221-8006 
or Mail to HEMPFIELD BEHAVIORAL HEALTH 2019 NORTH 2ND ST. HARRISBURG, PA 17102
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