Pre Screening Questions
1. Isthe memberage5 or

older?

2. Isthe member able to
articulate without the
assistance of an adult of

Please send email referrals to:
Referrals@amayinc.com

communication device?
If yes was answered to both please
proceed to complete referral for
Health Services for Children | member.

THE HSC HEALTH CARE SYSTEM

with Special Needs, Inc.

AprilMay Referral Form (All Service Types)
General Information

Referral Date
Referral Reason [CJinpatient  []ED [JGeneral
Admission Date

(if applicable)

Discharge Date

(if applicable)

Treating Diagnosis Code

Comments (sequence of events, behavior status, etc)

Enrollee and Caregiver Information

Enrollee Name: Enrollee Medicaid ID #:

Enrollee DOB: Enrollee Eligibility Start Date:

Enrollee Address: Enrollee Telephone:

Caregiver Name: Enrollee/Caregiver Email:

Caregiver Telephone: Enrollee Gender: [_|Male |:|Female
Enrollee Preferred Pronouns:

HSCSN Care Manager Information

Care Support Specialist Name

Care Support Specialist Telephone
Care Support Specialist Email

Care Manager Name

Care Manager Telephone

Care Manager Email

Supervisory Care Manager Name
Supervisory Care Manager Telephone
Supervisory Care Manager Email

Enrollee Provider Information

PCP Name

PCP Telephone

PCP Email

BH Provider Name

BH Provider Telephone

Facility Name

Facility Contact Name & Telephone Number

Facility Contact Email

o [ ] [ ] [ ] [ ]
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https://hscsnhealthplan.org
mailto:Referrals@amayinc.com

For more information visit www.hscsnhealthplan.org.
For reasonable accommodations please call (202) 467-2737.

If you do not speak and/or read English, please call 202-467-2737 between 7:00 a.m.
and 5:30 p.m. A representative will assist you. English.

Si no habla o lee inglés, llame al 202-467-2737 entre las 7:00 a.m. y las 5:30 p.m.
Un representante se complacera en asistirle. Spanish.

RRIT7AHIE &1k 0v97CT 9771011 R97€7F N hUh MLt 7:00 G+ hnh &t 5:30 NA- Z2H Nndh ®TC
202-467-2737 1ov8. 04 hCF 997717+ €FAN:: Amharic.

Néu ban khong ndi va’hoac doc tiéng Anh, xin goi 202-467-2737 tr 7 gi& 00 sang
dén 5 gi& 30 chiéu. S& cb nguwdi dai dién giup ban. Viethamese.
INARAE N REFER/EC N REREREE | 5 L 7:00 2 T/ 5:30 2 [#l#5 (202) 467-
2737 ¥1EEAE, MM A CFEBHE, Traditional Chinese.

GO = UiotE ZotAAHLE OIS &K ZOtA= 42, 28 7TA 0020 M 2F 5A 30&
AtOI0f (202) 467-2737H2 2 Totol F=A|7| BFELIC BT & 0] =2tEELIC} Korean.

Si vous ne parlez pas ou lisez I'anglais, s'il vous plait appeller 202-467-2737
entre 7:00 du matin et 5:30 du soir. Un représentant vous aidera. French.

* * *

=== | & DiSTRICT OF COLUMBIA
DHCFY" | DC MURIEL BOWSER, MAYOR

This program is funded in part by the Government of the District of Columbia
Department of Health Care Finance.

ance

HSCSN complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.
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