P Dignity Health Connected Living
‘S&’ Dlgmty_ Health‘ 200 Mercy Oaks Drive, Redding, California 96003
Connected Living

530.223.6034 (Office) 530.226.3095 (Fax)
DHCL-Referrals@commonspirit.org

REFERRAL FORM

Adult Social Services

A member of CommonSpirit

Medi-Cal Information Requested Program (if known): Referral Source
e S oo e G pame
(99999999499999) )
[JOther Agency:
Issue Date: Referral Intake Date: Phone:

PARTICIPANT INFORMATION
Participant Name:

Gender: OMale OFemale OPrefer not to say  Date of Birth: Age:
Phone: ( ) Social Security#: - -
** SSN is REQUIRED for VA eligibility/authorization or if Medi-Cal number is unavailable
E-Mail:
Street Address:
City: Zip Code:

Veteran: OYes CONo OUnknown IHSS: OYes CONo OUnknown Far Northern: OYes CONo OJUnknown
Conservatorship: OYes CONo CIn-Process COUnknown  If yes, name:

Phone: ( )
GENERAL PROVIDER AND HEALTH INFORMATION
Primary Care Provider Name:
Phone: Fax:

Primary diagnosis:

PRIMARY CAREGIVER/EMERGENCY CONTACT INFOFORMATION

Name: Relation to the Participant:

Phone: ( ) Durable Power of Attorney for Healthcare: [1Yes [L1No [IIn-Process [L1Unk
PROGRAM QUALIFERS Please check all known qualifiers.

[L1Adult at risk for avoidable LJAdult in a nursing facility [JAdult with documented

hospital or ED utilization resident transitioning to the diagnosis of Alzheimer’s disease,
CJAdult at risk for community dementia, Parkinson’s disease, or
institutionalization or eligible for 160 years of age or older OR a other qualifying diagnosis.
long-term care functionally impaired adult

OTHER RESOURCE INTEREST

[IMeal Delivery Services  [lTransportation Services [1Senior Companion [1Food Bank

FOR INTERNAL USE ONLY
Program Interest/Disposition: [Yes [Declined [Not Eligible/Excluded Acuity:

Care Manager : Date:

Dignity Health Connected Living
Adult Social Services
Referral Form Page 1 of 1 Last Revised 06/2025
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