
MSSP CLIENT REFERRAL FORM 
 
Ref. Date __________________ Intake ________________________ 

       
_________________________      _____________________ ____ ( ____ )________________ 
Last name                                         First Name                                       MI        Phone           
_________________________ ___________________ ______________     ___________    
Address                                             City                           County                    Zip 
 
Mailing Address____________________________   Birth Date___________    Age_____ Sex at Birth: M / F    
 
Gender: M ⁫ F ⁫ Transgender MTF or FTM ⁫ Genderqueer/Gender Non-Binary ⁫ Declined ⁫  
 
Sexual Orientation: Straight ⁫ Gay/Lesbian/Same Gender-Loving ⁫ Bisexual ⁫ Questioning ⁫ Declined ⁫  
 
Marital Status:  Married ⁫    If Widowed, since when ___________ Single ⁫   Divorced ⁫ Partner ⁫    
 
SS# _______________________ Medi-Cal – Y / N    Medi-Cal #_____________________ 
 
Issue Date____________ Medi-Cal County of issue _______________ SOC Y / N   $______ 
 
IHSS Hours________ County SW _________________________ Phone _____________________      
WPCS? Y/N  Enhanced Care Management? Y/N – Agency:________________________ 
 
Race: White ⁫   Black ⁫   Hispanic ⁫ American Indian/Alaska Native ⁫ Asian/Pacific Islander ⁫ 
Other ⁫                                          Veteran –   Y / N        Education (highest grade level) ___________  
 
Language ________________   Translation needed?  Y / N      Problem w/comm.? _____________ 
 
Rural   Y / N      Receives SSI?  Y / N       Lives Alone?  Y / N        Housing Type ___________________ 

 
Diagnosis / Needs / Primary Concerns: 
 
 
 
 
 
 
 
Referral Source - Primary Physician - 

Other Physician(s) - 
Agency - Caregiver Name – 

 
Phone # - Caregiver Agency and/or Phone # – 

 
Hospital - 
Date(s) 

SNF - 
Date(s) 

 
Emergency contact - 

Relationship -                                                      Phone –  
                                                                            Cell -  
 

   A-2 MSSP – 17 CE/TIF (4/24)                                                     

Phone: 530-898-5082 
Fax: 530-898-6645 

 


