 SEQ CHAPTER \h \r 1 HOPE PROGRAM
Higher Opportunities through the Power of Employment
Mental Health Association of Nebraska 
1645 ‘N’ Street, Suite A • Lincoln, NE 68508 • 402-441-4372 • Fax: 402-441-4377 
Referral Form
Date: _________________________             Has the consumer been informed of this referral?     Yes       No

Last Name: ________________________    First Name: ______________________________________ M.I.: ______
Address: __________________________________________ 
Phone: ______________________________________
                ________________________zip code: ____________ Date of Birth: ________________________________ 

SSN: _____________________________________________ 
Preferred Language:__________________________
Please identify guardian, if applicable: _______________________________________________________________
Address: ___________________________________________ Phone: ______________________________________
Person and/or agency referring: ____________________________________________________________________
Address: __________________________________________   Phone: ______________________________________
	Please answer the following:
 

	1)  
Is the consumer 19 or older?









Yes     No


	2) 
Is the consumer a resident of Lancaster County?







Yes     No

	3)       Has the consumer been diagnosed with a behavioral health disorder that meets the criteria under the  current 

          version of the Diagnostic and Statistical Manual of Mental Disorders consistent with “behavioral 

          health disorders” (i.e. mental illness, alcoholism, drug abuse, or related addictive disorder).  
  PLEASE ATTACH APPROPRIATE DOCUMENTATION                                                                 Yes     No                                                           

	4) 
Has the consumer expressed the desire to work in a competitive employment setting?  
Yes     No

	

	5)  
Does the consumer require supports to secure and maintain competitive employment?  
Yes     No

	6)       Does the consumer have a developmental disability?                                                                                  Yes     No

           If yes, please explain:  __________________________________________________________________________

          _____________________________________________________________________________________________

	

	7)
Does the consumer demonstrate inappropriate sexual behavior?




       Yes     No 

	
If yes, please explain:  __________________________________________________________________________ ____________________________________________________________________________________________

	8)
Is the consumer involved with drugs, alcohol, or other illegal substances?




Yes     No

	
Is yes, please explain, include frequency: ___________________________________________________________

	
_____________________________________________________________________________________________

	9)
Does the consumer demonstrate aggressive behavior?






Yes     No

	
If yes, explain, include type, physical or verbal, and directed towards whom.  Also, when, where, and other relevant circumstances: ________________________________________________________________________________

	10)
Is the consumer interested in participating in Supported Employment?




Yes     No







  ___________________________________
_________________
	H.O.P.E USE ONLY
Outcome of Referral:     

Q  Screening
 

Q  Referral to Community Services

Date of Screening: _____________         


Consumer Signature




Date
___________________________________

_________________
Referring Agency Signature



Date
* Please note that HOPE Program Participants will have full access to all information provided.
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