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REFERRAL FORM TO MELWOOD JOBS

Please complete & submit before scheduling the client for an intake

Referral Date:    _____________________________________	
Referring Agency:	_____________________________________
Refer. Case Manager:  _____________________________________		
Email:  ___________________________________[bookmark: _Hlk522541276]I, the undersigned, authorize the following information to be given to the Melwood Horticultural Training Center.

X______________________________________________


Phone: ____________________________________
Fax:	____________________________________	  


Client’s Name:  ________________________________________________________________________________
Client Phone(s):  _________________________________	Email:  _____________________________________
Address:  _____________________________________________________________________________________
City/State/Zip:  ________________________________________________________________________________
Date of Birth:  _______________________________
TANF Number (if applicable): _________________________
Date TANF benefit ends (if applicable) __________________

Referral to Department of Aging and Rehabilitation Services: YES_________ or     NO_________

Reason for referral/Vocational recommendations – circle all that apply?
(Disability) 	(6 months unemployed) 	(Poor job retention) 	(6 months or less of benefits remaining)

Current Status (circle that apply):
EXEMPT	TANF	 SANCTIONED       POST-TRANSITIONAL	VIEW		SNAPET        OTHER

I. Briefly describe current services provided of referring agency 
____________________________________________________________________________________________
____________________________________________________________________________________________

II. Overview of disability or presenting problem, including any prior treatments:
___________________________________________________________________________________________
___________________________________________________________________________________________


III.          IS THE CLIENT CURRENTLY EMPLOYED (at time of referral)?	______YES	or ______NO

IV.  WHAT SUPPORTS DOES CLIENT CURRENTLY HAVE?  (include name & phone numbers) 
____ Mental/Behavioral Health ___________________________________________________________________
____Substance Abuse Services and/or Detox: _____________________________________________________
____Other Therapists/Psychiatrists:  ____________________________________________________________
____Other Agencies:  ________________________________________________________________________
____Shelter:  _______________________________________________________________________________
____Family Member(s):  ______________________________________________________________________
	 
PLEASE ATTACH THE FOLLOW IF AVAILABLE:
· Documentation of Disability (signed by doctor, physician, therapist, etc)
· Documentation of TANF/SNAP ET (if applicable –for VDSS I, II, III, AFHS)
· [bookmark: _GoBack]Washington Screening Tool/Triggers Assessment (if applicable – for VDSS I, III, AFHS)
· Activity Service Plan (if applicable – for VDSS I, III)
· Do you have a disability (if applicable – for VDSS I, III, AFHS)
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