. 0 Referral Form
Date

E-Mail Referrals to: rachaelwarriorfoundation@yahoo.com

* The Referral Form must be filled out by a professional

* Please note that eligibility for financial assistance related to domestic violence is determined on a case
by case bias. While we strive to assist as many individuals as possible not all referrals may meet the
criteria for financial support we encourage everyone in need to apply and decisions for services are made
based on individual circumstances and available resources.

*For streamlined support we recommend reaching out to our partner organizations who will facilitate
the referral process. Please check on our homepage for our partners.

Legal Name DOB Address City
Zip Phone Numbers: Home Work Cell

Primary Language - Client

Resides: [1 Alone [ w/ Partner [0 w/ Family [0 w/ Dependents under 18 (How many? )

Children: Ages

Gender: [ Male [ Female [ Transgender / M [ Transgender / F (I Transgender

Abuser: Spouse Boyfriend/Girlfriend Ex-Boyfriend/Ex-Girlfriend Partner Other relationship

Presenting Problem

Emergency Contact:
Relationship: Ph:

Email:

Referral Information

Referral Source: [1DSS [ICounselor [1Medical provider [ Social Worker [1 Case Manager [1
Other Referrer Name: Title/Relationship:
Agency/Hospital (if applicable):

Ph: Fax:

Email:
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Referral Form

Date

E-Mail Referrals to: rachaelwarriorfoundation@yahoo.com

Our program works within our community to connect you to services to support you and your family.
Discuss some of these programs and see if you might be interested in their services.

Employment/Vocational, Counseling Training, Drug/Alcohol Counseling, Legal Advocacy , Food/Clothing
LGTBQ Support Court Advocacy Childcare/Respite Care Sexual abuse/Assault Support Shelter Housing
Peer Group Support Financial Assistance Healthcare/Medication Transportation Parenting-Support

Other DV Education Mental Health Support

DV/Mental Health Safety Risk Assessment & Client Identification

Date

SAFETY RISK Safety Risk Identified  Yes  No

DV Risk positive __ Yes  No

Level of DV Risk: _ High  Medium ___ low ____ N/A

Current Order of Protection _ NO __ Yes

Mental Health Risk positive: ~ Yes  No

Level of Mental Health Risk: _~ High ~ Medium __ Low
Other Safety Risk: ~ Yes ~ No

Level of Other Safety Risk: ~ High  Medium __ Low _

INTERVENTIONS AND DISPOSITION
Interventions implemented 911 called: _Yes No

Police report Yes No

Initial Safety Plan Discussed: Yes No
Referred to DV Help Line: Yes No
Referred to DV Partner Agency: Yes No

Referred to ER or Psychiatric Hospital: Yes No

N/A




Date

Referral Form

E-Mail Referrals to: rachaelwarriorfoundation@yahoo.com

Authorization for Release of Health Information (Including Alcohol/Drug Treatment

NEW YORK STATE DEPARTMENT OF HEALTH and Mental Health Information) and Confidential HIV/AIDS-related Information
Patient Name ] Date of Birth Patient Identification Number
Patient Address

L or my authorized representative, request that health information regarding mry care and treatment be released as set forth on this form. [ understand that:

1. This authorization may include disch of ink ! g to ALCOHOL and DRUG TREATMENT, MENTAL HEALTH TREATMENT, and CONFIDENTIAL
HIV/AIDS-RELATED INFORMATION only if I place my initials on the appropriate line in ilem 8. In the event the health information described below includes any
of these types of information, and I initial the line on the bax in Item 8, I specifically authorize release of such information 10 the person(s) indicated in ltem 6.

2. With some » health information once dlulosed may be re-disclosed by the redipient. If1am aulhor\zlng the release of HIV/AIDS-related, alcohel or
drug treatment, or mental health e the ient is p from re-disclosing such i or using the disclosed information for any
other purpase without mry authorization unless permitied to do so under leoeral or state lave 1f leweﬁenae discrimination because of the release or disclosure of
HIV/AIDS-related information, I may contact the New York State Division of Human Rights a1 1-888-392-3644. This agency is responsible for protecting mry rights.

3.1 have the right to revoke this authorization at any time by writing 10 the provider listed below in Item S. 1 understand that I may revoke this authorization except
to the extent that action has already been taken based on this autherization.

4. Signing this autherization is volumtary. 1 nd that g ly my 1L in a health plan, or eligibility for benefits will not be
conditional upon mvy authorization of this disclosure. Hmver. 1do understand M I may be denied in some ci i I do not sign this consent.

5. Name and Address of Provider or Entity to Release this Information:

6. Name and Address of Persens) to Whom this Infermation Will Be Disdased:

7. Purpose for Release of Information:

B. Unless previously revoked by me, the specific information below may be disclosed from: until

INSENT START OATE INSERT EXPIRATION DATE O EVENT

[ AlL beatth information (written and oral). except:

For the foll to be included, indicate the specific
information to be disclosed and initial below. Information to be Disclosed Initials

D) Records from alcoh

9 prog

[0 Clinical records from mental heatth programs®

O H1v/AIDS-related Information

9. If not the patient, name of person signing form: 10. Authority to sign ca behalf of patient:

Allitems on this form have been completed, my guestions about this form have been answered and I have been provided a copy of the form.

SIGMATURE OF PATIENT OR AEPRESENTATIVE AUTHORLIED BY LAM DATE

Witness St /Sig Thave d the sticer of this authorization and state that a copy of the signed authorization was provided to the patient
and/or the patient’s authorized representative.

STAFT PERSONS NAME AND TETLE SoNATURE DATE

This feers may be csed in place of DOH-2557 and has been agproved by the NYS Office of Mental Health 2ad NYS Office of Alcobelism and Subsiance Abuse Servioss 10 permit relaase of health information.

Homewa this fomm dows Aot regquine health Gare previders B releace haath Alcsbal/d celaned o HIV-cetaned relias ed through this feem ewst be
acceenpanied by the reguired of
'uaxlnbnunaom-nnulmam:x-mmhmmummnhwumuln parses idermlied hervin whe have 3 Semonsiabie need for the ieformamon. provided 1hat fe

be expeciod o b 20 the patient o another persen.

DOM-5032 (¥/11)






