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Referral Form - Client Intake 

Client’s Name: __________________________________Address: ______________________________________ 
Gender: _________________DOB: _____________________Phone number (s): ____________________________   
* Primary Language: ___________________________Race/Ethnicity:_______________________
Marital Status: _____Married       ____Single         ____ Divorced        _____Separated Widowed 
Household Information:    # of Children:_____          # of Adults: ________              # of Working Adults: ___
Have you ever served in the military? _____Yes  _____No          If yes, which branch: _________________
Insurance Type: ____ MaineCare    ____ Private    ____Other (specify:)_____________________________
Insurance Number: ______________________________________________________

Provider Services/Benefits Currently receiving (ex: Housing, SNAP, case management, BHH ): __________________________________________________________________________________________________________________________________________________________________________________________________

Assistance and Services – (check all that you are interested in): 
·  Employment/ Education Services      	      		          ___  Financial Coaching 
·  Counseling/ Family Services  				         ___  Immigration/ Legal/Asylum Services 
·  Case Management (food, housing, health care - basic  needs)        ____ Other (specify:) ______________

Reason for referral/assistance: ________________________________________________________________________________________ ________________________________________________________________________________________ _

Client Consent 
I certify (promise) that the information provided on this form is true. By signing, I also give permission to United Missions Hope For All to obtain/disclose information regarding myself from other providers to coordinate services.

____________________________     ____________________	 ____________________________________ 
Client Signature 			          Date 					Client Printed Name 

___________________________      __________________ 		________________________________ 
Representative Signature 		        Date 					 Representative Printed Name 
(Case Worker)								                ( Case Worker)



(*we currently have only French speaking volunteer case manager, no other languages)
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