TRANSITIONS CENTERS INC.
32 Commercial Street 

South Yarmouth, MA 02645

508-398-3333 Fax 508-398-3311
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Referral Form
(  Day Services  (  Employment Services
   (  Supported Living Services 
Referral Source: _____________________

	DEMOGRAPHIC



	Name: 

	Address 




	City

	State/Zip Code: 

	Telephone #: home and cell


	SSN:







	Sex:  M  F  (please circle)         

	DOB:


	FOR OFFICE USE ONLY
Enrollment Date:  __________     
Funding Source:  _________________ Funding Source/Contact Information: ____________________

	FINANCIAL/LEGAL/Contacts

	Insurance Information:
   ____Medicare   ____Medicaid   ____Private
Card/Policy Number:  (please attach a copy)


	Does participant have guardian or conservator?
 ____Yes    ____No
Name/address, if Yes: 



	Primary Contact Person and relationship :
Name, Address, Phone Number


	Secondary Contact Person :

Name, Address, Phone Number



	Additional Contact Person (If different from primary contact):

Name, Address, Phone Number



	Does Participant have a DMR/DDS Service Coordinator?  If yes, please provide name and contact information.




	MEDICAL

	Primary Care Physician/Provider and phone number:



	Psychiatrist/Therapist or other specialty doctor and phone number:


	Primary and Secondary Diagnosis:



Current Medications:

	Medication
	Dose & Frequency
	Prescriber
	Purpose of med.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Previous Hospitalizations/Surgeries (when and where):

	

	Allergies:



Please list the days of the week you are looking to attend at Transitions Centers, Inc:

_____________________________________________________________________

Current Services/Supports/Activities

1. 

2.

3.

4.

5.

Family Members Names and involvement

1. 

2.

3.

4.

Dreams and plans for your future: (Where do you really want to live, work, and have fun? What do you do for fun? Sports, Hobbies, Interests) please attach a separate sheet
Current Strengths/Challenges (Yes/No please put additional information below)

	
	Depression
	
	Gastrointestinal
	
	Anxious

	
	Seizures
	
	Tearful
	
	Athletic

	
	Sensory Needs
	
	Impulsive
	
	Poor Concentration

	
	Sleep Disturbance
	
	Irritability
	
	Musical

	
	Withdrawal
	
	Age of Diagnosis
	
	Anger/Frustration

	
	Racing Thoughts
	
	ADL struggles
	
	Restless

	
	Employment Experience
	
	Independent overnight
	
	Leisure time is well used


Other comments:
Complete the employment section only if you are or will be seeking employment services
	EMPLOYMENT HISTORY

	Start Date
	Business Name
	Position
	Employment Supervisor
	Rate of Pay
	End Date
	Reason for Leaving

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


What types of supports where provided at these jobs, if any? 

________________________________________________________________________

What level of education have you completed? __________________________________
Any certificates or special skills we should be made aware of?  ________________________________________________________________________________________________________________________________________________

What are your employment goals: ________________________________________________________________________________________________________________________________________________
Please complete the Supported Living section only if you are seeking Supported Living Services
1.  Do you stay alone at night?_______________________________________________

2. Do you stay alone during the day-for how long________________________________

3. Do you take your own medications?_________________________________________

4. Can you cook using a stove?_______________________________________________

5. Do you use public transportation independently?_______________________________ 

6. Can you get yourself up and ready for the day independently?____________________

· Please attach all diagnostic evaluations less than 3 years old, including a psychological, PT/OT/Speech reports, independent living evaluations, neuropsych evaluation etc.. 

· Also please attach what your goal is for living independently in the next 5 years. How does that look in the first year, second year and on.  

· Please give us the best phone numbers to reach you at for scheduling an interview.

· Thank you!
By signing this form you agree that the information provided in this referral is accurate to the best of your knowledge.  You also agree that Transitions Centers Inc. may share and receive information regarding the services you are receiving with any agency that may be funding these services.
_____________________________



________________________
Signature of Referral




Date
____________________________



________________________

Signature of legal guardian, if applicable


Date






1

