[image: ]                 Public Guardianship Referral

	Section 1.
	To be completed by CSB Representative, DD Agency or Training Center Community Integration Manager. 
Please save in Word Format (Do Not Lock Form) Please send securely.  

	Date of Referral
	Click here to enter a date

	Referring CSB 
	Click here to enter referring agency.
	Training Center if applicable 
	Click here to enter training center.
	Support Coordinator/DD Case Manager/CIM
	Click here to enter Support Coordinator/DD Case Manager/CIM


	Address
	Click here to enter address.
	Phone
	Click here to enter Phone

	Fax
	Click here to enter Phone

	Email

	Click here to enter Email

	Individual/Date of Birth
	Click here to enter Individual’s Name
	Click here to enter Date of Birth.
	Gender/ Race 
	Click here to enter Gender	Click here to enter Race.
	Address
	Click here to enter Address

	Chart Number/Avatar number if applicable 
	Click here to enter number


	If Applicable Discharge Date from Training Center
	Click here to enter DC Date
	Does the individual have a documented diagnosis of Intellectual Disability prior to age 18?
	Select One.
	Current Residential Status/History of residential status
	Click here to enter current residential status and history of residential status.

	Other important information
	Click here to enter additional information 

	Is this individual indigent?
	Select One.

	Funding Support

	Click here to enter funding supports

	Is this individual un-friended?
	Describe family/friend/support and attempts at contact/social history

	To what Public Guardianship Agency is the individual referred?
	Click here to select provider
	SECTION 2.                                                    FOR DBHDS USE ONLY


	DATE REFERRAL RECEIVED
	Click here to enter a date.
	DATE REFERRAL REVIEWED
	Click here to enter a date.
	WAS ADDITIONAL INFORMATION REQUESTED?  DATE OF REQUEST
	Select One.                        Click here to enter a date.

	EXPLAIN REQUEST FOR ADDITIONAL INFORMATION.
	Click here to enter explanation.
	DATE REQUESTED INFORMATION IS RECEIVED OR REVIEWED.
	Click here to enter a date.
	DECISION
	Select One.

	REASON:        

	Select One.

	EXPLANATION FOR OTHER
	  Click here to enter explanation.         

	DATE OF DECISION NOTIFICATION TO REFERRING AGENCY.
	Click here to enter a date.
	SECTION 3.                                                    COMMITTEE REVIEW

	DATE COMMITTEE REVIEWS APPROVED REFERRAL.
	Click here to enter a date.
	DATE REFERRAL ADDED TO WAITLIST
	Click here to enter a date.
	REFERRAL PRIORITIZED AS
	Select One.
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