
PRIMARY CARE LINKAGE REFERRAL FORM
Please provide patient status and return completed form at ReturnLinkageForms@dhs.lacounty.gov by XX/XX/XX

DATE SENT: X/XX/2018
ATTN: DHS LINKAGE COORDINATOR - Please provide patient status and return completed form at ReturnLinkageForms@dhs.lacounty.gov by: XX/XX/XX
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