Kay’s Konnections – Service Referral Form
Daily Supported Community Living (SCL) and Host Home Services
Date of Referral: __________
Referral Type: ☐ Daily SCL ☐ Host Home

Referral Source Information
	Field
	Response

	Referring Organization
	

	Referring Person Name
	

	Title/Role
	

	Phone Number
	

	Email Address
	

	Relationship to Client
	☐ Case Manager ☐ Guardian ☐ Family ☐ Other: ______



Client Information
	Field
	Response

	Full Name
	

	Date of Birth
	

	Gender
	

	Medicaid ID
	

	Waiver Type
	☐ ID ☐ BI ☐ Other: ______

	Current Living Situation
	

	Address
	

	Phone Number
	

	Legal Guardian (if applicable)
	

	Guardian Contact Information
	



Case Management Information
	Field
	Response

	Case Manager Name
	

	Case Management Agency
	

	Phone Number
	

	Email Address
	



Requested Services and Needs
	Question
	Response

	Start Date Requested
	

	Reason for Referral
	

	Services Requested
	☐ Daily SCL ☐ Host Home ☐ Both

	Preferred Schedule (Daily SCL)
	☐ Days ☐ Evenings ☐ Weekends ☐ Flexible

	Host Home Preferences
	

	Level of Support Needed
	☐ Minimal ☐ Moderate ☐ Extensive

	Supervision Needs
	☐ Intermittent ☐ Continuous

	Transportation Needed
	☐ Yes ☐ No



Health and Medical Overview
	Question
	Response

	Primary Diagnosis
	

	Other Diagnoses
	

	Allergies
	

	Current Medications
	

	Special Diet
	☐ Yes ☐ No    If yes, explain:

	Medical Equipment
	

	Seizure History
	☐ Yes ☐ No    If yes, explain:



Behavioral and Safety Considerations
	Question
	Response

	Challenging behaviors?
	☐ Yes ☐ No    If yes, describe:

	Behavior Support Plan in place?
	☐ Yes ☐ No

	History of aggression or self-harm?
	☐ Yes ☐ No

	History of elopement?
	☐ Yes ☐ No

	Safety concerns or risks
	



Preferences and Interests
	Question
	Response

	Preferred activities or hobbies
	

	Social preferences
	☐ Alone ☐ Group ☐ Both

	Religious or cultural considerations
	

	Pets or animals in the home
	☐ Yes ☐ No

	Roommate preferences (if applicable)
	



Required Documentation Checklist (Attach if available)
☐ Current Person-Centered Service Plan (PCSP)
☐ Behavior Support Plan
☐ Risk Assessment
☐ Medication List
☐ Most recent nursing or health assessment
☐ Guardianship documentation
☐ Psychological or functional evaluations
☐ Other: _____________________

Consent to Share Information
I authorize the release of the above information to Kay’s Konnections for the purpose of determining eligibility and service coordination.
Client/Guardian Signature: _________________________ Date: __________
Printed Name: _________________________
Referring Party Signature: _________________________ Date: __________
Printed Name: _________________________

Please submit completed referrals and supporting documentation to:
kaylee@kayskonnections.com
kayla@kayskonnections.com

