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Medicaid Number:_______________________  


Type of  Medicaid:___________________

Empowering Families, LLC 
SCREENING/REFERRAL FORM 
Client’s Name:________________________________________________
Date: ___________________

D.O.B: _______________ ID#________________________
Phone:​​______________________________
Mother: ___________________________________     Father: _______________________________________

Client’sAddress:____________________________________________________________________________

This is a ______________ year old male/female referred to Empowering Families, LLC.

Referral Source:_____________________________________, ______________________________________

Referral Phone: _____________________________________  Fax# __________________________________

Reasons for requesting services:
__________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

Referral Based on the Current issues: ____________________________________________________________________________________________________________________________________________________________________________________

Other Collateral Services Involved with Family: __________________________________________________
_________________________________________________________________________________________

REQUESTED SERVICES

Service # 1: ___________________________________________________________________

Rate: ___________
Maximum Monthly Hours: ________________ Number of Months: ____________

Type of Referral:  Telephone
   
  Face to Face
 
    Mail

Disposition

Assessment Date: _______________________ Admitted    _______ Denied    Date: __________________

Recommended Other Services if denied______________________________________________________

Form Completed By Print:____________________ Signature_______________________  Date :________

Staff Evaluator Print:________________________ Signature:________________________ Date:________
Empowering Families, LLC

5215 Colley Ave. Suite 121 Norfolk, VA 23508

Phone(757)333-7320/Fax(757)282-6527
*Revised 1/31/19


