
Community Support Specialist Referral & Intake Form 

Name: _____________________________________________________ 

DOB: _________________  Phone: ______________________________ 

Address: ___________________________________________________  

Email: ___________________________________ 

 

Preferred Contact: ☐ Call ☐ Text ☐ Email  

Referred By:____________________________________ 

 

Reason for Referral / Immediate Needs (check all that apply): 

 ☐ Housing  ☐ Food  ☐ Transportation  ☐ Employment  ☐ Financial Assistance 

 ☐ Medical Care  ☐ Mental Health  ☐ Substance Use Treatment  ☐ Insurance 

 ☐ Legal Assistance  ☐ Childcare  ☐ Veteran Services  ☐ Other: ___________________________________ 

Additional Information: 

 ☐ Health Insurance  ☐ Veteran  ☐ Transportation Barrier  ☐ Housing Instability 

 ☐ Mental Health History  ☐ Substance Use History 

Brief Description of Need: 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 

Consent: I authorize the Community Support Specialist to coordinate and share information with service 

providers as needed to assist with referrals and services. I understand participation is voluntary and consent 

may be revoked at any time. 

 

 Client Signature: __________________________________________  Date: ______________________ 

 


