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Referral for CAP-MR/DD Waiver Services

Individual Referred _________________________________ Date of Referral _________________________

Eastpointe Record Number _______________________

Date of Birth ____________________     Sex _________    County of Residence _______________________

Address _________________________________________


  _________________________________________

Telephone Number (______)_________________

Parent/Legal Guardian _______________________________________

Address _________________________________________


  _________________________________________ 

Parent/ Legal Guardian Telephone Number:  Home (_____)___________________   

                                                            Work (_____)___________________
                                                          




CAP-MR/DD Referral Form 07-20-11


Service/Support(s) Currently Receiving (Check all that apply):
____ ADVP

____ CAP-C

____ CAP-DA

____ Case Management 

____ CDSA (ECI) Services

____ Community Support

____ Developmental Therapy

____ Long Term Vocational Supports

____ Medicaid Supplies (diapers, blue pads, nutritional supplements by tube, etc.)

____ MR/MI Funded Services (PA, Residential, etc.)

____ Nursing Visits

____ Occupational Therapy

____ Mental Health Outpatient Treatment

____ Personal Care 

____ Physical Therapy

____ Public School/Educational Services 

____ Residential Placement:   ____Group Home  ____AFL  ____ICF-MR Facility

____ Services for the Blind and Visually Impaired

____ Services for the Deaf and Hard of Hearing

____ Speech Therapy

____ Substance Abuse Outpatient Treatment

____ Vocational Rehabilitation

____Other (please specify)____________________________________________________________________

Case Manager/Qualified Professional Name ____________________________________________________

Clinical Home Provider Agency Name_________________________________________________________

Case Manager/QP Contact Information:  Telephone number ______________________________________


Email address _________________________________ Cell Number _________________________

            Mailing address________________________________
Please attach the following documents:  Current Psychological Evaluation and Letter of Concurrence (if applicable and or medical diagnosis showing a developmental disability.
Please return this form to:
Martie Rye
Eastpointe Utilization Management Department

100 South James Street, Box B

Goldsboro, North Carolina 27530
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