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Home & Community Based Services (HCBS) 
Referral

Client Information

Name: ______________________________			DOB: ______________________   	

Address: _____________________________		SS#: _______________________  

Phone: ______________________________

County: ______________________________		Primary Language: ____________

Assigned Sex:  ☐Male ☐ Female     			Identified Gender:  ☐Male ☐ Female  

Diagnosis: ___________________________ 	ICD-10 Code: ______________

Diagnosis: ___________________________ 	ICD-10 Code: ______________

MCO: ______________________________  		 					 

CIN #: ______________________________	  			

Referred By: _________________________		Contact information: __________________

[bookmark: _GoBack]Along with the referral from, please send completed:

· Signed consent form
· Plan of Care*
· Eligibility Assessment*
· Letter of Services Determination (LOSD)*
*when applicable	

Please fax completed forms to 315-792-9578 or email to ltrela@ican.family.  
Don’t hesitate to call with any questions or concerns at 315-731-2661.
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