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100 Edgewood Ave. Suite 812

Atlanta, GA 30303

Telephone: (404) 522-3555 / Fax: 678 374-4421

Website: www.paradise4living.org
Email: paradiseforliving@yahoo.com

Referral Form
Full Name (of person being referred): ______________________________________  Date: ____/_____/_____
DOB____/____/_____  Medicaid Number: ________________________________ SSN: _____-_____-______

Referral Source: ________________________________________ Relationship: ________________________

Phone Number: _______________________ E-Mail Address: _______________________________________

Address: __________________________________________________________________________________

Telephone Number: ___________________________ Alternate Telephone Number ______________________

Legal County of Residence: ___________________________ Resides with: ____________________________
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‘Your Adult CORE /Substance Abuse/Payee Provider



Current Living Situation: Group Home            Nursing Home          Private Residence            Other: _________

Identifying Information: Sex: Male           Female               Age: ____________     Race: ___________________

Number of arrests in past 30 days: ___________  Gross Monthly Income (person may decline): _____________

Marital Status (Circle): Married           Single           Divorced          Separated           Widowed 

Student (Circle): Yes / No    School Name: ___________________________ Current Grade: _______________
Previous agency for services (Circle): Yes / No If yes, When/Where  __________________________________
Have you had a Psychological/Psychiatric testing? (Circle): Yes / No    If yes, When/Where________________
Employed (Circle): Yes /No  If employed, Where/How long?________________________________________

Brief statement of presenting problem (of individual being referred):

____________________________________________________________________________________________________________________________________________________________________________________
STAFF USE ONLY:

Staff Completing Form:  _________________________________________

Method of Referral: _____________________________________________

Eligibility Checked: _____________________________________________
Date: _________________
Authorization Requested: ________________________________________
Date: _________________
Authorization Received: _________________________________________
Date: _________________
Assessor Assigned: _____________________________________________
Date: _________________
Program: Adult CORE            Outpatient Substance Abuse













































































