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     REFERRAL FORM
Individual Referred:      

SSN #:      

Address:      


Date of Birth:      

Gender:      

E-Mail Address:      

Phone #1:       

Phone #2:      


County of Residence:      

Managed Care Organization Name:      

Medicare  #:      

Med Assist. #:      
 (11digits) 
Can Humanim send mail to address listed? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 




If  no, mailing address:      









Has applicant attended HUMANIM before?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   Not  Known  FORMCHECKBOX 
  
Is applicant working?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     If YES, do you want supports?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


Is applicant interested in working? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     If YES, would you want supports?   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Emergency Contact:       

Relationship:      

Address:      


 
Phone #1:      

Phone #2:      

Reason for Referral:      

Diagnosis/Disability (check all that apply):
 FORMCHECKBOX 
 Developmental Disability
 FORMCHECKBOX 
 Schizophrenia or Other Psychotic Disorder

 FORMCHECKBOX 
 Bipolar Disorder

 FORMCHECKBOX 
 Depressive Disorder

 FORMCHECKBOX 
 Anxiety Disorder

 FORMCHECKBOX 
 Personality Disorder
 FORMCHECKBOX 
 Substance Related or Addictive Disorder


 FORMCHECKBOX 
 Neurocognitive Disorder

 FORMCHECKBOX 
 Deaf
 FORMCHECKBOX 
 Blind
 FORMCHECKBOX 
 Deaf-Blind

 FORMCHECKBOX 
Other: 

Accommodations:  Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
 
Type:      



PROGRAMS AND SERVICES

HUMANIM ASSESSMENT CENTER
 FORMCHECKBOX 

Testing Services

 FORMCHECKBOX 

Brain Injury Psychotherapy
 FORMCHECKBOX 

Cognitive Maintenance Services/Executive Function Coaching

DAY PROGRAMS
 FORMCHECKBOX 

Baltimore City
 FORMCHECKBOX 

Howard County
 FORMCHECKBOX 

Deaf Day Services
 FORMCHECKBOX 

Psychiatric Rehabilitation Day Program (PRP)
 FORMCHECKBOX 

Family/Individual Support Services/Community Supported Living Arrangement   (FSS/ISS/CSLA)


RESIDENTIAL SERVICES

 FORMCHECKBOX 

Brain Injury Residential
 FORMCHECKBOX 

Mental Health Residential
 FORMCHECKBOX 

Supported Living

EMPLOYMENT SERVICES                              

 FORMCHECKBOX 

Employee Development Services (EDS)
 FORMCHECKBOX 

Non-Supported Job Development/Job Coaching
 FORMCHECKBOX 

Supported Employment
 FORMCHECKBOX 

Rehabilitation Employment for Deaf Individuals  (REDI)


 FORMCHECKBOX 
 Deaf-Blind/Blind  Employment Services

Documentation required before referrals can be processed for Program entry. 

1. Medical records/evaluation

2. Psychological, Psychiatric and/or Neuropsychological Evaluation.

3. Results of other evaluations as conducted.

4. If DDA funded, Please provide Award Letters & Request for Service Change

**Evidence-Based Practice referrals are exempt.  Only documentation of priority population diagnosis and Medical Necessity Criteria is required.

Referred by:      

Agency:      

Phone:      

E-mail:      

Date:      



6355 Woodside Court ( Columbia, Maryland 21046

1701 N. Gay Street( Baltimore, Maryland 21213
T (410) 381-7171 (  F (410) 381-0782
                                                                   T (410) 381-7171 (  F (410) 563-5188
www.humanim.org 
HUMANIM office use only:
 
Date Referral Received:
__________
(Revised: 12/1/15)

