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MnChoices Referral
Referral Source

Name of referral source:      
Relationship to person:      
Phone:      

Email:      

Person Referred

Legal first name:       

Legal last name:       

Date of Birth:       

Age:        

Preferred name:      
Physical Address:        

Home Address:      
Phone:      
Email:      
PMI:       
Social Security Number:      
Marital Status:      
Who else lives in the home:       

Preferred language:      
Interpreter needed:      
Diagnosis:       

Does this person know about this referral?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Unknown
If this person is a child, do they belong to any Native American or Indian tribes?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No

Does the person have an Emergency Contact?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If yes, name of EC:      
EC phone/contact info:      
EC email:      
Location and Planning

Are they currently in a facility?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No

If yes, where:      

Anticipated Discharge date:      
Where does this person plan to discharge to? (please include address, facility name, etc if applicable):      
Is this person currently under a commitment:  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No

Is this person part of an open CHIPS case:  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No

Does this individual have a predatory status:  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No

Professionals in Place

Does the person have a POA (Power of Attorney)?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If yes, name of POA:      
POA phone/contact info:      
POA Email:      
Does the person have a legal guardian?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If yes, name of Guardian:      
Guardian phone/contact info:      
Guardian Email:      
Does the person have a legal Conservator?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If yes, name of Conservator:      
Conservator phone/contact info:      
Conservator email:      
Does the person have a therapist?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If yes, name of therapist:      
Therapist phone/contact info:      
Therapist Email:      
Does this person have a Care coordinator or case manager?  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No
If yes, name of individual and name of whom they are affiliated:      
CC or CM phone/contact info:      
CC or CM Email:      
Does this person have a Primary Care Physician:  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No 

If yes, name of primary provider and whom they are affiliated:      
When was the last time the individual has been seen by this provider?      
Disability, Insurance, and VA status
Does this person have active Medical Assistance:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     FORMCHECKBOX 
Pending- Submitted date of      
What County is Financially Responsible for this individual (CFR)?
     
Is this individual certified disabled through SMRT (State Medical Review Team)?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending   
 FORMCHECKBOX 
 Unknown

Is this individual certified disabled through SSA (Social Security)?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Pending
 FORMCHECKBOX 
 Unknown

Veteran:  FORMCHECKBOX 
 Yes or  FORMCHECKBOX 
 No

If yes: Have they been in contact with veterans’ services to explore entitled benefits?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Reason for Referral 

*For each of the questions below- Include if this requires assistance from another individual or use of adaptive equipment. *
How do the person’s disabilities impact their ability to participate in activities of daily living?
Please Explain:      
What does practicing personal hygiene look like for this person? 

Please Explain:      
Bathing?







Please Explain:      
Eating?

Please Explain:      
Dressing?

Please Explain:      
Toilet Use?

Please Explain:      
Ambulation?

Please Explain:      
Transferring from one surface to another?

Please Explain:      
Moving between locations?

Please Explain:      
Bed mobility?

Please Explain:      
Grocery Shopping?

Please Explain:      
Meal Preparation?

Please Explain:      
Use of communication device?

Please Explain:      
Managing finances/bill paying?

Please Explain:      
Housework (washing dishes, making beds, dusting, laundry)?

Please Explain:      
Property Maintenance (lawn care/snow removal)?

Please Explain:      
Arranging medical care/transportation?

Please Explain:      
Skills needed for functional living (personal and driving safety, following laws)?

Please Explain:      
Does this person have a fall history?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

Please Explain:      
Has this person had multiple Hospitalizations/Emergency room visits within the past two years?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

Please Explain:      
Is this individual looking for assistance regarding their Housing/Living Arrangement? (Ex: Looking for group home or Assisted living)

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

Please Explain:      
What services/supports (formal & informal) does the person currently receive?
(Ex: CTSS, therapy, ARMHS, AMH CM, PSOP, FSG, CSG, MAC, Hormel Historic Home)

Please Explain:      
What Services are you looking for?

Please explain:      
Additional Info

If someone other than the person being referred should be contacted to schedule the assessment, please provide the additional information:
Name:      
Relationship to the referred:      
Phone number:      
Email:      
Please include the following documents when applicable (check all that apply): 

 FORMCHECKBOX 
 Case Management Plan 
 FORMCHECKBOX 
 ARMHS Plan 
 FORMCHECKBOX 
 Diagnostic Assessment 
 FORMCHECKBOX 
 Other

Completed forms can be sent to hcbs@co.mower.mn.us or faxed to

507-437-9721 Attn: Waiver Services Intake
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