A
& Referral Form
( FOR SERVICE & SUPPORT ADMINISTRATORS AND REFERRAL PROFESSIONALS

ASTONGLOBAL 590 Southwyck Bivd, Suite 200-D, Toledo, OH | Office (419) 245-8113 | Mobile (240) 701-9330
e — admin@astonghs.com | astonghs.com

1. REFERRAL SOURCE

Referring professional's name Agency / county board

Phone Email Date of referral

2. INDIVIDUAL BEING REFERRED

First name Last name Date of birth
County of residence City / ZIP where services will be provided
Guardian / family contact (if applicable) Contact phone Contact email

3. PROGRAM AND AUTHORIZATION

Funding program
DODD waiver PASSPORT Other (describe below)

Program details / other

Authorization status
Authorized Pending Not yet requested

Requested start date Approved hours / units (if known)

4. SERVICES REQUESTED

Homemaker Personal Care (HPC) Residential Respite
Remote Support Supported Living

Shared Living Participant-Directed HPC
Non-Medical Transportation (NMT) Not sure - please advise
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5. TYPE OF REFERRAL

New service start Transition from another provider

Backup staffing arrangement Complex support coordination
Timing

Routine Time-sensitive (explain below)

6. SUPPORTS NEEDED AND PERSON-CENTERED DETAILS

Describe the supports needed, the person's goals and preferences, and anything that will help us match the right staff.
Please share only the health information needed to plan services. Do not include Social Security numbers.

7. CONSENT AND SUBMISSION
The individual and/or guardian is aware of and agrees to this referral.

Typed name of referring professional Date

How to send this form

- Email the completed form to admin@astonghs.com using your organization's secure or encrypted email if available.
- If you cannot send it securely, call (419) 245-8113 and we will arrange another way to receive it.
- We respond to referrals promptly. For urgent needs, please call after sending.

FOR OFFICE USE ONLY
Date received Received by Assigned to
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