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1. Talk to the consumer to assess his/her interest.
2. Meet with the consumer’s team (staff, agency, service coordinator) to discuss        appropriateness for his/her participation in the program.
3. The service coordinator will need to select Respite Connections as the Adult Day Services provider and to the consumer’s ISP.
4. Contact Erika Schoff ([image: image3.jpg]
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V/Text 614.843-4152, email: DeafDayServices@yahoo.com), the DDS program coordinator, to begin the intake process.
5. DDS staff will meet with the consumer and their team to complete the paperwork and to answer any additional questions.
6. Once the ISP and 20/20 are received by DDS, the consumer can begin participation in the program.
* The consumer and their team are welcome to visit our program at any point during the referral and     intake process.  Please contact Erika Schoff to make arrangements.
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Referral From: _________________________
Date: ________________________
Agency: _______________________________
Phone #: _____________________
Contact Information:
Client Name: _______________________ VP Phone: ____________ Text/Cell: __________

Client Address: _____________________ City: ___________    State: _____
Zip:________

Client Team Members:

MRDD Case Manager: ____________________ Office #: __________ Text/Cell #: __________
Staffing Agency Coordinator:_____________________ VP Phone: ___________ Text/Cell: __________

Guardian:______________________      Agency: ________________ 
   Office #: __________

Other:______________________      Agency: ___________________ 
   Office #: __________

General Characteristics of Client (include diagnoses, age, gender, functioning level, etc):

List primary concerns/needs of the Client (include behaviors, communication skills, etc):
Who will coordinate the first team meeting so that we can complete the intake packet and get the paperwork started?
Has the client been informed about this program?  YES   NO

Is there a guardian and are they in agreement with this referral?   YES   NO

Is the case manager in agreement with this referral?   YES  NO

Does the client currently work?  If Yes,  where?                         Hours?

Referral Signature: _______________________________ Date: ________________
Deaf Day Services is a program of:             Respite Connections

22 Westerville Square, #218

Westerville, Ohio 43081

V/text: (614) 843-4152, fax: (614) 899-6551

Deaf Day Services is a program of Respite Connections, Inc.

22 Westerville Square, #218  Westerville, Ohio 43081

 (614) 975-2526 V/text      (614) 899-6551 fax


