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Hame Care, Bebamoml Health,
and I ntellectual/l)ewelopmental
Disability Support Services

Services Referral Form

Person Completing This Form
Please send copies of all required documents (waivers, diagnosis, etc.) to our intake staff at
services@assistanceplus.com upon completion of this referral form.

1. Referral Date

2. Relationship to Individual Needing Services:

0 Self 0 Spouse

00 Case Manager 0 Parent

01 Healthcare Provider 0 Child

00 Mental Healthcare Provider 0 Sibling

01 Healthcare Power of Attorney 01 Other Relative
00 Guardian 01 Friend

3. Agency Name

4. Person Completing Form
5. Person Completing Form
6. Person Completing Form
7. Person Completing Form
8. Person Completing Form
9. Agency Zip Code:

9. Does this person have a legal guardian or other court appointed representative?
O Yes
O No

Legal Guardian

10. Legal Guardian
11. Legal Guardian
12. Legal Guardian
13. Legal Guardian

Demographics of Individual Needing Services
14. Individual First Name
15. Individual Last Name
16. Date of Birth

17. Street Address

18. City

19. State
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20. Zip Code

21. Primary Phone Number
22. Secondary Phone Number
23 Email Address

24. Does individual requesting services need an interpreter?
O Yes
O No

If yes, what language is required?

24. What is the best way to contact you?
0 Email
00 Phone

25. What In-Home Care and/or companionship services are you requesting?
(Please select N/A if not applicable)

0 Homemaker

O Personal Support

0 N/A

26. What Behavioral Health/Substance Use Disorder Treatment Service(s) are you
requesting?
(Please select N/A if not applicable)

01 Adult Case Management (CI or BHHO) 0 Daily Living Support Services/Skills
01 Children’s Case Management (TCM or 0 Positive Parenting Program (Triple P)
BHHO) o N/A

O Clinical Assessment

28. What Intellectual/Developmental Disability and/or Autism Support Service(s) are
you requesting?
(Please select N/A if not applicable)
00 DSP Community Support 1:1 or 1:2
DSP Community Support — Center Based
DSP Home Support Services (quarter hour)
Shared Living Placement
N/A

Oooood

29. What is the Primary Insurance for the person needing services?
MaineCare

Medicare

Private Pay

None

Other

o o0oogoao

30. Policy ID Number
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31 Supplemental/Additional Insurance

Does the person needing services have Secondary/Supplemental Insurance?

0O Yes
0 No

Additional Information
(Please include the name and phone number of the person you want us to contact if different than
those listed above).

32. In what other ways do you know about Assistance Plus?
(Check all that apply)

00 Advertisement in Mobile Phone App
Assistance Plus Employee
Counselor/Case Manager
Facebook
Family
Flyer
Friend
Guardian
Instagram
Peer Provider
Primary Care Provider
Printed Advertisement
Radio
Streaming Television
Tabling Event
Television
Theatre Advertisement
Assistance Plus Website
Other Website

Ooooooooboooooooooooao
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