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	Date:
	[bookmark: Text5]     



	Elder or Adult at Risk Information

	Member Name:
	     
	|_|F  |_| M
	DOB:
	     

	Street Address:
Telephone: 
	     
     
	City: 
	     
	State, Zip:
	     

	Marital Status:
	  |_| Single    |_| Married    |_| Divorced    |_| Widowed

	Race: 
	     
	Ethnic origin: 
	|_| Hispanic/Latino   |_| Not of Hispanic Origin



	Purpose of Referral

	Target Group:   |_| Elderly          |_| Mental Health	         |_|  AODA          |_| Developmental Disability 
Select by clicking on box(es):    |_|  Dementia          |_|  Cognitive Impairment          |_|  Physical Disability  

	Presenting Problem:      
Select by clicking on box(es)
|_| Self-Neglect    |_| Financial Exploitation    |_| Neglect by Others    |_| Emotional Abuse    |_| Physical Abuse     
|_| Sexual Abuse  |_| Treatment without Consent    |_| Unreasonable Confinement or Restraint    |_| Other

	Describe the situation related to abuse, neglect, self-neglect, or financial exploitation:       



		Abuser info if applicable




		Name:       
	Relationship:       

	Address:       
	Phone #:       






	Referral Information

	|_| Legal Guardian of State
	Name:
	     
	Phone #:
	     

	
	Address:
	                                                  

	
	Email:
	     

	|_| Health Care Power of Attorney (POA)
      Activated: |_| Yes* |_| No
*Please provide copy with referral
	Name:
	     
	Phone #:
	     

	
	Address:
	                                                         

	
	Email:
	     

	|_| Finance Power of Attorney (POA)
      Activated: |_| Yes* |_| No
*Please provide copy with referral
	Name:
	     
	Phone #:
	     

	
	Address:
	     

	
	Email:
	     

	|_| Representative Payee
	Name:
	[bookmark: Text23]     
	Phone #:
	[bookmark: Text27]     

	
	Address:
	[bookmark: Text24]                                                  

	
	Email:
	     

	Primary Physician Name:
	     
	Phone #:
	     

	Clinic Address:
	     

	Primary Diagnosis:
	     

	Managed Care: 
Team Contact Name:
	     
     
	Phone #:
	     



		Other Contact Information




	Name:       
	Relationship:       

	Address:       
	Phone #:       

	Name:       
	Relationship:       

	Address:       
	Phone #:       



		Current services or supports




	|_| Formal    |_| Informal  
	List services or supports:       




	|_| Safety Concerns in the home 
(e.g. weapons, animals, home condition, etc.)
	Explain:       




Other necessary information to include:       

 Please e-mail securely to: Accessreferrals@saukcountywi.gov  or  Fax: 608-355-4299
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