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Caring for You Like Family

CLIENT REFERRAL FORM
REFERRAL SOURCE INFORMATION
Referring Agency / Provider: __________________________________________
Case Manager / Social Worker: ________________________________________
Phone: ___________________________ Fax: ___________________________
Email: ______________________________________________________________
Date of Referral: ____ / ____ / ______
CLIENT INFORMATION ;
Client Full Name: _____________________________________________________
Date of Birth: ____ / ____ / ______
Gender: ☐ Male   ☐ Female   ☐ Other: ______________________________
Medicaid / Insurance ID: ______________________________________________
Social Security (Last 4 digits): ________                        Primary Language: _____
Contact Information
Client Phone: ________________________
Email (if any): _________________________________________



ADDRESS ;
Street: ______________________________________________________________
City: __________________________ State: _________ ZIP: __________
EMERGENCY CONTACT
Name: _____________________________________________________________
Relationship to Client: ______________________________________________
Phone: ___________________________
REQUESTED SERVICES
(Select all that apply)
☐ Personal Care Services (PCS)
☐ Respite Care Services 
☐ Community Living & Support
☐ In-Home Aide Service
 CLIENT NEEDS & SAFETY INFORMATION
Primary Diagnosis / Condition: ________________________________________
Functional Limitations (ADLs/IADLs): __________________________________
Behavioral Concerns: _________________________________________________
Mobility Status: ☐ Independent ☐ Walker ☐ Wheelchair ☐ Bed-bound
Home Environment Notes: _____________________________________________
Pets in Home: ☐ Yes ☐ NO
SERVICE AUTHORIZATION (IF APPLICABLE)
Authorized Hours per Week: __________________________
Service Dates: From ____ / ____ / ______ To ____ / ____ / ______
SAR / POC Attached: ☐ Yes ☐ No
 REFERRAL SUBMITTED BY
Name of Referrer: _________________________________________________
Signature: _________________________________________ Date: ____ / ____ / ______
Submit Completed Referral To: info@ebhcs.com ,    Fax #: (3336)450-1930 
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