Supported Community Living Initiative Referral

Name:______________________________
               Date of Referral:______________
Address:________________________________________________________________
Phone Number:___________________________________________________________
Agency providing service coordination/County:_______________________________
Service Coordinator Name/phone:____________________________________________
SCDDSN Residential Services Recipient:
□ Yes

□ No

If yes, 
□ CTH I
□ CTH II
□SLP II
□ ICF/MR
□ CRCF

Current Residential Services Provider/County:__________________________________
Contact person/phone:_____________________________________________________
□
This person wants to live in a home of his/her own.

□
This person’s behavioral, medical, and mental health goals complement goals that can be self-directed and/or circle directed.

□          SCDDSN Current Funding Band:__________________

     
Outlier:
□ Yes

□   No

If no funding band assigned, list the source of the resources to be used for supports:________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Legal Guardianship:                   

     □   This person has a legal guardian, whose name is____________________________

     □   This person is his/her own legal guardian.

Name of Person Making Referral: __________________________________________
Contact Information:_______________________________________________________
Fax or mail completed referral form to:

Kristi Hartwell
Director of Supported Community Living
Center for Disability Resources

School of Medicine/PEDS

University of South Carolina

Columbia, SC  29208

Phone: 803-935-5947
Fax: 803-935-5001
