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ADULT MENTAL HEALTH DIVISION

REFERRAL FORM
HOUSING SERVICES

ATTACHEMENT C

Category B Service

	
	CONSUMER NAME                                          AMHD REF #       

	Required Information for:  24 Hour Group Home, 8-16 Hour Group Home, Semi-Independent Living, Supported Housing, Shelter Plus Care

All documents must be the most current version

	
	Clinical History / AMHD Assessment

	
	TB Test Results

	
	Does the consumer have a Sec. 8 rental subsidy?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	Indicate level of housing requesting:

check only one (1) level
	 FORMCHECKBOX 
 24 Hour Group Home

	
	
	 FORMCHECKBOX 
 8-16 Hour Group Home

	
	 FORMCHECKBOX 
 Semi-Independent Living

	
	 FORMCHECKBOX 
 Supported Housing

	
	 FORMCHECKBOX 
 Shelter Plus Care

	
	Does the consumer require an accessible home or reasonable accommodation?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	If yes, please describe what the consumer needs:
	     

	
	     

	
	     

	
	Describe the skills to be targeted for development at this level of care:

	
	     


	
	Rep Payee Services

	
	Does the consumer have a Rep Payee?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	If yes, name of Rep Payee:
	     
	Phone No.:
	     


Additional information required for all federally-funded housing as identified on the AMHD Vacancy Report.  If applying for federally-funded housing then also complete and submit Attachment D.

DOH AMHD Referral Form Attachment C (6-7-10)

