
Date of  Referral:_______ / _______ /________

Staff  taking referral:___________________________________________________________________ 

County: _______________________________________________________________________________

Applicant’s Name: ___________________________________________Tel #: ____________________

Address: ______________________________________________________________________________

_______________________________________________________________________________________

Date of  Birth: _______/________/_______   Gender:  Male         Female    
                           Month      Day         Year

Medicaid#: ____________________________ Secondary Insurance# _________________________

Contact Person: __________________________________ Relationship: _______________________

Telephone #: ________________________________  Cell #:    ________________________________

Diagnosis/Disability: __________________________________________________________________

Verbal:                 Non-Verbal:                 Ambulatory:                    Non-ambulatory:        

OPWDD Eligibility    Yes               No            Unknown

Services Currently Received by OPWDD:_______________________________________________ 

______________________________________________________________________________________

Behavior (s):__________________________________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________

Services Requested: 
 
Comments:__________________________________________________________________________

_____________________________________________________________________________________

128 Atlantic Avenue, Lynbrook, New York 11563           Tel (516) 823-9500   Fax (516) 823-9600
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