LOS ANGELES COUNTY DEPARTMENT OF MENTAL HEALTH HOMELESS OUTREACH & MOBILE ENGAGEMENT (HOME)                                         
  NON-EMERGENCY REFERRAL FORM 
IF THIS IS A PSYCHIATRIC EMERGENCY PLEASE CALL ACCESS CENTER 1800-854-7771 OR DIAL 911 
The content of this form contains protected and confidential information and must be adequately secured to prevent unauthorized access. Should you choose to email the document at the provided email address you are advised to take the necessary precautions
Please fax this form to (213)252-8878 or e-mail HOME@dmh.lacounty.gov.   For more information, call (213)480-3480
Date Received:
	REFERRING PARTY INFORMATION

	Name:                                                                            Relationship to Candidate:                         

	Agency:                                                                                        Phone:   


	CANDIDATE INFORMATION

	Name:                                                     

	Social Security # :                                       

	Cell Phone:                                             Message Phone:

	Significant Others:                                  Relationship:                         Phone:

	Contact Location:

	Daytime Location:

	Sleep Location:


	DESCRIPTION

	Height:                          Weight:                          Hair:                       Eyes:                 

	Language:                     Ethnicity:                       Disabilities:

	Other Significant Identifiers/Physical Description:

	

	

	


	PRESENTING PROBLEMS

	

	

	Other Observed Behaviors/Symptoms:

	

	

	Medical Problem(s):

	

	

	By History:

	Harm to Self         Physical or Verbal Harm to Other(s)                Gravely Disabled


	PLAN/DISPOSITION (OFFICE USE ONLY)

	Consultation Only  or Assigned to:                                         Project:                 Date:

	Status: 1. Eligible/Decline/Follow-up   2. Eligible/Decline/No Follow-up                                           3. Eligible/Activation   4. Not eligible     5. Pending     6. Cannot reach     Reason:                                                                                          

	Activation date:                                                IBHIS #:

	Existing MHS Provider:

	Resources Provided to Referring Party:   PMRT   LE   Shelter    Other:

	Referral recorded by:                                                                             Date:

	Gender


UnknownRefused
Other
       
Male to Female Transgender        Female to Male Transgender 
Male          
Female       
	Age


62 and over         51-61       31-50       24-30       18-23       17 and Under       
    Unknown                DOB:______________________
Refused               
	Race


   
Refused   
White         Black        Asian 
      American Indian or Alaskan           
    Unknown 
Two or More Races             Native Hawaiian or Pac Islander    
	Ethnicity


 UnknownRefused    Hispanic/Latino    Non-Hispanic/Non-Latino         
	Veteran Status


       UnknownNon-Veteran                               Veteran                                      
	Co-Occurring Disorder


     Unknown No     Yes      
	Residence Prior Night to Initial Contact


Room or Apt w/Friend

Emergency Shelter
Place not meant for Habitation                 

Owned by client
Room or Apt w/Family Member
Long Term Care Facility (Nursing Home)                    Rental by Client w/o VASH                            Jail, Prison or Juvenile Detention 
                   Hospital (non-Psych) 
Rental by Client with VASH                                     Substance Use Treatment Facility 
Psychiatric Hospital or Facility  
                                            Foster Care Home 
Permanent Housing for formerly homeless               Transitional Housing

Hotel or Motel (w/o emergency shelter voucher)   
Other:______________________________________             Refused                                     Unknown   
	Length of Time Living Outdoors


Unknown
Over 1 year                     91 days to 1 year         31-90 days         2-30 days         < 2 days          
	Housing Status


Unknown
Refused                                   Stably Housed          Unstably Housed or at Risk of Losing House   Imminently Losing Housing   Literally Homeless   
	Health Insurance


   Medicare     Medi-Cal           Client Refused     Client Doesn’t Know    No Health Insurance     
   COBRA            
Employer Provided  VA Medical Services                 State Ordered Health Insurance  
   Private

	Education Level


  Nursery School to 4th grade              Enter 5th -11th _________        No Schooling completed         
  Post-Secondary School      GED       High School Diploma         12th Grade, no diploma           
  Unknown
Graduate School       4 years college                         
	Non-Cash Benefits


Temporary Rental Assistance 
 CalWORKs Child Care            Food stamps                  Data not Collected
         Refused
        Client Doesn’t Know 
   
None                

Sec 8 or Rental AssistanceCalWORKs Transportation 
                      
  
Other ___________________ Other CalWORKs Funded Services 
WIC 

	Income


 Amount $ ____________ Income option(s) see Page 3: ______________________________________
Income Options:
1. SSI

2. SSDI

3. GA

4. No financial Resources

5. Earned Income

6. Unemployment insurance

7. VA Srvc-Connected Disability Compensation

8. VA Non-Srvc-Connected Disability Pension

9. Private Disability Insurance

10. Worker’s Compensation

11. Temporary Assistance for Needy Families

12. Retirement Income

13. Pension or Retirement Income form a Former Job

14. Child Support

15. Alimony or Other Spousal Support

16. Other Sources

17. Client Doesn’t Know

18. Client Refused

19. Data Not Collected

20. Day Labor
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