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Families Free Service Request Form 

FAX to 423-631-0157 ATTN: Admissions

Referral Information: 
	Date:

	Referred Client Name (Adult) :  
	Date of Birth: 

	SS Number: 
	Gender: Male
  Female 

	Race:  FORMCHECKBOX 
 White     FORMCHECKBOX 
 African-American     FORMCHECKBOX 
 Hispanic     FORMCHECKBOX 
 American Indian     FORMCHECKBOX 
 Other:      

	Address:  
	Work:      

	City: 
	State: 
	Zip: 

	Home Phone:  
	Cell Phone: 
	Work Phone:      

	Emergency Contact Name/Phone/Address:  


Referral Source:
	Name: 
	
	Email:  

	Agency: 
	Phone Number:  
	Fax Number:  


Background Information Needed: 
Does client have insurance?  _________ If so, what type? __ _____________________________________________

Does this parent have a newborn with a diagnosis of NAS from a Dr.? __________________________________________

Please describe this persons history of drug use/current use if any:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Does this person have a history of trauma? ________________________________

Is this person currently prescribed medications ? ____If so, what type/Doctor?  ________________________________________
Does this person have current legal charges? If so, what are they? _______________________________________

_________________________________________________________________________________________________________

Is this person on food stamps or other financial assisted programs? If so, which?  __ ___________________________
Other important information: ___ 
Which service is person being referred for? 

WOVEN (NAS Mother Program)          Intensive Outpatient Therapy            Case Management           Recovery Services

Families Free staff will contact you within 1 working day to notify you of receiving this referral. After the referred client has been evaluated further, a staff member will notify you of available services for this client. 

INTERNAL USE  ONLY

	Triage Classification:   FORMCHECKBOX 
 WOVEN       FORMCHECKBOX 
 IOP   FORMCHECKBOX 
 ARP      FORMCHECKBOX 
 PSG 

	 FORMCHECKBOX 
 Proceed w/ Admission

Ct ID#:      
	Intake Date:
	Intake Time:
	To be seen by:



	 FORMCHECKBOX 
 Admission Denied:
	Reason for Denial: 


	Date & time referral source was notified:

Notified by:
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