HELEN ROSS MCNABB
CABHI Program Referral
Referral date: __________    Referred by: _________________________________________________
Client’s Full Name: ____________________________ Insurance: Y or N   Type: __SS#______________ D.O.B. ________Marital Status: _____________ Number of Children under 18:_____
Residence: Subsidized Housing, Own, With Family, Homeless, Other 
Veteran: ____________          Non-Veteran: ________________
Income: ____________           SSI/SSDI:_______________   
Address: ____________________________________City:_____________ Zip Code: _____________
Phone Number: ______________________ Second Phone: ____________________
Emergency Contact: _____________________________ Phone: ________________
Employed: Y  or N    Occupation:  ________________________________
Length of Homelessness :
Date housed: 
Substance Abuse Disorder? Y or N
Mental Health Diagnosis? Y or N
Past Alcohol/Drug treatment? Y or N    If yes, When/Where?  ___________________________________ _____________________________________________________________________________________
Mental Health Treatment? Y or N    If yes, When/Where? ______________________________________  _____________________________________________________________________________________
Reason for  Referral: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]Please contact Matt Largent at 610-742-3545 to pick up any referrals or answer any questions.
