LDH/OCDD Resource Center Referral for Services Form
Please fill out completely by typing responses, include CPOC with referral, & email referral to Resource.Center@la.gov

All items below must be completed. Use the drop down selections for Race, Ethnicity, and LGE Region.                                                                                                                                Referral date: Select date.
	Contact and Demographic Information

	Recipient name:     
	DOB:     
	Phone:  

	Street address:   
	Email:   

	
	Ethnicity: Choose

	City: 
	State:  LA               
	Zip: 
	Race:  Choose

	Parish:    
	Social Sec Number:  
	LGE Region:  Choose 

	Caregiver

	Name of primary family member/caregiver:    
	Phone:   

	
	Email:     

	
	
	

	Person making referral:   
	Phone:     

	Relationship:     
	Email:    

	Support Coordinator and Provider Agencies

	Name of Support Coordinator agency:     
	Phone:    

	Support Coordinator name:     
	Phone:     

	
	Email:     

	Name of provider agency:  (self-directed ☐)   
	Phone:    

	
	Email:     

	Insurance(s)/Funding Sources

	Medicaid #:                                                                     
	Medicare #:    

	Private Insurance name:    
	Policy/group #:      

	Waiver: ☐ NOW ☐ ROW ☐ CCW
               ☐ Supports Waiver ☐None    
	☐ Funding available for equipment/modifications

	Legal Status

	Is recipient a competent major? ☐Yes ☐No    If not a competent major, who makes legal decisions for individual?:    


	Referral

	Referral made for: ☐Behavioral Health ☐ Nursing ☐Allied Health (OT, PT, SLP, Nutrition)

	Complete description of current problems/issues initiating need for referral. Include frequency and severity of problem(s):
   




	Professional Treatment/Services

	Does recipient receive professional treatment?  ☐Yes ☐No    If yes,  explain reason for treatment:    



	Name(s) of treating professional(s) and contact information:  
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