INTERIM INC., SUN ROSE APARTMENTS REFERRAL
SEND VIA FAX TO (831) 883-3032 OR SECURE EMAIL TO:  MCHOMEReferrals@interiminc.org
(To be used in conjunction with Homeless Certification, Face Sheet, and Psychosocial)


Client Information (All areas must be completed/checked)
	Client’s Name:
	Client’s Diagnosis:

	Recovery Needs Level:
	Annual Month:

	Phone #:
	City:

	Best places to find client:




	County Case Coordinator:
	Phone #:

	Email:
	County Team:


	Psychiatrist Name:
	Phone#:

	Clinic Name:
	City:


	Primary Care Physician:
	Phone#:

	Clinic Name:
	City:


	Payee Agency/Assigned Representative: 

	Phone #: 
	N/A    FORMCHECKBOX 
 

	Conservator Name: 
	Phone #:
	N/A    FORMCHECKBOX 
 

	Parole or Probation Officer:  
	Phone #:
	N/A    FORMCHECKBOX 
 


	List all current psychiatric medications and dosage:  
	Is client medication compliant?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	

	

	List all other medications, including over-the-counter medications, which the client may be taking:  

	

	


	Does client have any criminal conviction/s?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 If Yes, please describe (include year and offense):

	

	


	Is the client currently engaging in chaotic substance use?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does the client have a history of chaotic substance use?                     
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	List Substance/s:

	1.
	2.
	3.


	Does client have active suicidal ideations?                                       
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does client have past suicidal attempts?                                                 
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does the client currently have thoughts of harming others?                  
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Does client have a history of “striking out" or assaulting people?        
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



Case Coordinator _____________________________________ authorizes services beginning ______________________. 
                                                                            SIGN NAME                                                                                                                                            DATE
	Client Name


	Coordinator Name & Phone Number
	Medical Record Number


CONFIDENTIAL CLIENT INFORMATION SEE CALIFORNIA WELFARE & INSTITUTIONS CODE SECTION  5328
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