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Direct Access to Housing Program

Clinical Referral Form

	Please complete the referral form as completely as possible. Direct Access to Housing (DAH) sites vary in unit size, amenities and accessibility structures, and onsite support services.  The information you provide will enable DAH staff to make the most appropriate placements within the DAH network of housing.  Some questions are of a sensitive nature.  Please note that no answers are used to prohibit or screen clients from housing.  The more thorough your answers, the better DAH can make a determination that fits clients’ needs; please complete ALL sections.  Form must be completed electronically.  Email completed forms to susan.poff@sfdph.org.
If an available unit appropriate for your client is identified, DAH Placement staff will contact you to request that you completed a DAH Application on your client’s behalf, which is submitted directly to DAH sites for a background check and interview. Please note that your agency staff is expected to assist client with interviews and transition and to submit any required documentation (e.g., photo ID, public benefits information).  
   FORMCHECKBOX 
  I have read the Case Manager Responsibilities and Move-In Checklist, and agree to fulfill all responsibilities of role.            
Protected Health Information:
If your agency is part of the DPH Safety Net​ (if your email ends in dph.org or ucdf.edu):

· You do not need a specific release of information to send this form to DAH.
· Please do not include client identifiers in email subject line. 
If your agency is not part of the DPH Safety Net:

· You need to complete a Release of Information form signed by your client and keep a copy in your chart.

· Form must be password protected. 
· Please do not include client identifiers in email subject line or in the body of the email. 
DAH Placement will not share your client’s clinical information with Property Management. DAH Placement will share clinical information with Support Services staff, as appropriate and necessary.  For questions, please contact susan.poff@sfdph.org.


	A. Client information

	1. Client name (as it appears on ID):      

	1a.Other names by which client is known:      

	2. SSN:      
	     3. DOB (mm/dd/yyyy):     

	4. Which best describes client’s gender identity (choose one)        

	   FORMCHECKBOX 
  Male                      
	 FORMCHECKBOX 
  Female                                                                                                  
	 FORMCHECKBOX 
  MtF Transgender  
	 FORMCHECKBOX 
  FtM Transgender                        

	B. Referent Information (case manager information)

	1, Name      

	2. Title         
	3. Agency      

	4. Email       
	5. Phone   (     )     -     _x     

	6. Approximate date you began working with client:      

	C. Physical mobility/accessibility needs (please check ALL that apply):

	 FORMCHECKBOX 
 Client uses motorized wheelchair                                         FORMCHECKBOX 
 Client uses manual wheelchair
	 FORMCHECKBOX 
  Does not use wheelchair, but cannot walk up  stairs

     FORMCHECKBOX 
 Needs accessible bathroom (bars, etc)

	D. Criminal Justice history (please check ALL that apply):

	 FORMCHECKBOX 
 Client reports no criminal justice involvement                                         FORMCHECKBOX 
 Client reports non-violence arrests
	 FORMCHECKBOX 
  Client reports history of felony conviction

     FORMCHECKBOX 
 Client reports history of arrests related to violence

	Please briefly explain criminal justice history:      

	E.  Current living circumstances and housing history

	1. Please check option that best describes current circumstances: 

	 FORMCHECKBOX 
  Sleeping outside, encampment or vehicle
	 FORMCHECKBOX 
   Couch surfing/doubling up

	 FORMCHECKBOX 
   Emergency shelter
	 FORMCHECKBOX 
   Emergency voucher or stabilization room

	 FORMCHECKBOX 
  Inpatient medical or psychiatric facility
	 FORMCHECKBOX 
   Jail/incarceration

	 FORMCHECKBOX 
  Board and care
	 FORMCHECKBOX 
  Supportive/transitional housing or treatment facility. Projected date of discharge:      

	 FORMCHECKBOX 
  SRO / apartment at risk of homelessness.   Explain:                   

	2.  Please provide description (rather than list) of client’s housing history in past five years. What is the longest client has been housed? What have been past challenges to maintaining housing? What specific reasons does client list for leaving housing? Please use as much space as necessary.
     

	3. Please indicate any evictions in past 5 years, or mark NOT EVICTED or UNABLE TO ASSESS below

	 FORMCHECKBOX 
  Property damage 
	 FORMCHECKBOX 
   Nonpayment of rent              
	 FORMCHECKBOX 
   Nuisance                                 

	 FORMCHECKBOX 
 Aggressive behavior, violence, threats
	 FORMCHECKBOX 
   Hoarding or cluttering          
	 FORMCHECKBOX 
   Other reason      

	 FORMCHECKBOX 
  Client has not been evicted                                                                 
	 FORMCHECKBOX 
   Unable to assess/unknown
	

	3a. If client evicted for reasons OTHER THAN NONPAYMENT,  please indicate changes or service in place to help avoid future loss of housing (please use as much space as necessary):
     

	F. Medical history and diagnoses 

	1. Is client currently engaged with Primary Care Provider (PCP)? (please choose ONE):

	      FORMCHECKBOX 
 Client has PCP
	 FORMCHECKBOX 
 Client has been referred to PCP
	 FORMCHECKBOX 
 Client does not have PCP

	1a. If client has PCP, please provide name and location:

     

	2. Please list current MEDICAL diagnoses & chronic medical disabilities:
     

	3. Medication support need (please choose ONE):

	 FORMCHECKBOX 
 Client has no problem with medication adherence
	 FORMCHECKBOX 
 Client would benefits from adherence support

	 FORMCHECKBOX 
 Client is not interested in adherence support
	 FORMCHECKBOX 
 Cannot assess adherence

	     FORMCHECKBOX 
 Client has other needs that may require onsite nursing (i.e., wound care, diabetes, syringe fills, etc.).  Explain:      

	4. Hospital admission in past year: please check all that apply or MARK UNABLE TO ASSESS 

	 FORMCHECKBOX 
 Client admitted to inpatient psychiatric care
 FORMCHECKBOX 
 Client currently uses Health at Home
 FORMCHECKBOX 
 Client has been in Skilled Nursing Facility
	 FORMCHECKBOX 
 Client admitted to medical inpatient hospital care
 FORMCHECKBOX 
 Client has been in ER >5 times
 FORMCHECKBOX 
 Hospitalization UNABLE TO ASSESS

	4a. If Client was Hospitalized, please explain reason or indicate Unknown:  
     

	5. Please indicate source of medication information above (check ALL that apply):

	 FORMCHECKBOX 
 Client report
	 FORMCHECKBOX 
 LCR
	 FORMCHECKBOX 
 PCP

	G. Mental Health History & Behavioral health

	1.  Please describe mental health issues, including Axis 1 diagnoses (LCR, client report and own assessment if applicable).  Use as much space as necessary.  If no mental health issues are known, please check one of the boxes below.
     

	  FORMCHECKBOX 
 No psychiatric diagnosis (confirmed through assessment)
	 FORMCHECKBOX 
  Unknown psychiatric diagnoses or client never assessed

	2. Please choose ONE below:

	 FORMCHECKBOX 
  Client is engaged in mental health care services (psychiatric services or behavioral health management programs)

	 FORMCHECKBOX 
  Client referred to mental health care services
	 FORMCHECKBOX 
  Client  does not have mental health care services

	3. Please check which best describes source of mental health information above:

	 FORMCHECKBOX 
  Client report
	 FORMCHECKBOX 
  LCR/CCMS (for SFDPH referrals)
	 FORMCHECKBOX 
  Mental Health provider


4. For each category below, please check the most appropriate answer;  where necessary and appropriate; please feel free to check BOTH referent assessment and client report (i.e. client reports no impulse control problems; worker observes difficulty). Please explain further below if needed.
	
	Cannot assess
	Client reports no problem
	Referent observes no problems
	Client reports difficulty
	Referent observes difficulty
	Client will need assistance

	Aggressive, threatening behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Victimization or trauma (inc: DV)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Vulnerable or easily manipulated
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Impulse control
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Confusion/dementia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Personal hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Incontinence
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hoarding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Activities of Daily Living (ADLs) 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4a. If client needs assistance with any of the above, please explain further; please describe services that will be in place to assist client if housed at DAH (i.e. IHSS).  Please use as much space below as necessary. 
     

	H. Substance use

	1. Substance use history: 
     

	1a. In the past 30 days, approximately how many days has client:

	     Consumed alcohol to intoxication

     Used non-prescription opiates or opiates not as prescribed
      Used stimulants
	     Other substances:      

	 FORMCHECKBOX 
 Client was inpatient for past 30 days
	 FORMCHECKBOX 
 Client reports no substance use (skip to 4)

	2.  If client is an active substance user, please explain how substance use affects behavior and cognitive skills:
     

	3. If client is active substance user, please indicate:

	 FORMCHECKBOX 
 Client is engaged in substance treatment services
	 FORMCHECKBOX 
 Not interested in substance abuse treatment

	 FORMCHECKBOX 
 Referred to substance treatment services
	Treatment services:      

	4. Is client currently interested in support to maintain sobriety? (if so, please explain prior substance use, length of sobriety, any known triggers for relapse)
     

	I. Client identification and income

	Government issued photo identification is necessary to complete background checks and confirm tenant identity; DAH requires scanned copies of identification to complete Application process, EXCEPT in cases where ID cannot be procured *

* If you are unable to secure identification, you MUST contact ashley.mckenna@sfdph.org for further instructions.
1. Please confirm with client and check ALL photo ID they currently possess:

	 FORMCHECKBOX 
 CA state ID                                                 
	 FORMCHECKBOX 
 Other state ID                                       
	 FORMCHECKBOX 
 US passport
	 FORMCHECKBOX 
  Passport, not US
	 FORMCHECKBOX 
 Visa or Consulate

	1a. If client does not have identification or identification is pending, please indicate steps taken to procure identification and

       target date to obtain ID. 
     

	2. US citizenship is required for DAH sites that receive funds from Housing & Urban Development.  Citizenship is NOT REQUIRED for many DAH sites.
 FORMCHECKBOX 
 Client is a US citizen and can provide US passport, birth certificate, naturalization certificate or certificate of citizenship.

	3. Please list TOTAL MONTHLY INCOME received from all sources (please list all sources). 
Total monthly income    $      
Income source(s):      

	 FORMCHECKBOX 
I have discussed third party payee enrollment with client; client agrees to third party payee if housed.

	J. Additional client information. 

Please feel free to include any additional information you think may be relevant; such as additional assessments, sources of support and strength and client’s future goals. 
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