
Community Habilitation Referral Form 

Referral Agency Name: Date of Referral: 

Care Managers Name: Contact number: 

Individuals Name: DOB: 

Medicaid #: TABS #: 

Parent/Guardian Name: Contact #: 

Address: 

Community Habilitation approved 
hours: 

Community Habilitation Units approved: 

Days of the week the family wants 
services: Mon 

____ 
TUES 
____ 

WED 
____ 

Thurs 
_____ 

Fri 
____ 

Sat 
____ 

Sun 
____ 

Documents provided 

Psychological 

Psychosocial 

NOD (Notice of Decision) 

Life Plan 

Addendum 

Yes No

Alison Malecot
Cross-Out



 

Physical      

Approval Letter      

 


	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off


