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Money Management Services Referral
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Referral date: Select to enter text. 	Name: Select to enter text. 
Date of birth: Select to enter text. 	Gender: Select to enter text.
Social Security Number: Select to enter text. Prime: Select to enter text. 
Individual is eligible for: ☐ LTSS  or ☐  SPPC
Home phone: Select to enter text. Cell phone: Select to enter text.
	Physical address:
Select to enter text.
Select to enter text.
Select to enter text.
	Mailing Address (if different):
Select to enter text.
Select to enter text.
Select to enter text.


Case manager name: Select to enter text. Phone: Select to enter text.
Case manager email: Select to enter text.
Services requested: ☐ Bill payee / ☐ Rep payee / ☐ Income Cap Trust
Representative payee: Individual receives federal benefits and is unable to
manage those funds on their own. Payee has control of all designated funds and makes financial decisions on behalf of the consumer.
State or Country of birth: Select to enter text.
City or Province of birth: Select to enter text.
Mother's maiden name: Select to enter text.

Father's last name: Select to enter text.
Primary care physician name: Select to enter text.
Primary care physician email: Select to enter text.
Primary care physician phone or fax number: Select to enter text.
Guardian or conservator name: Select to enter text.

If there is a guardian or conservator, please include a copy of court documents.
Some services may be unavailable or are not accepting new consumers. For help in these instances contact: deborah.l.spere@odhs.oregon.gov
Income:
☐ Social Security benefits (SSI, SSB, SSDI)  	☐ Veteran benefits
☐ Railroad retirement benefits☐ Private pension benefits ☐ Other: Select to enter text.
Housing type: (select best option)
☐ Adult foster home		☐ Apartment	☐ Assisted living facility   
☐ Group home   		☐ Houseless	☐ Houseless shelter
☐ House				☐ Hospital		☐ Hotel or motel
☐ Independent living facility 			☐ Jail
☐ Nursing facility  		Other: Select to enter text.

☐ Residential care facility				☐ Shared Private Housing
☐ Treatment facility					☐ Veterans housing
Living arrangements: (select best option)
☐Alone with no supports available
☐Alone with natural supports available
☐Facility placement
Monthly expenses to be paid: (select best option)
☐Facility payment and/or PIF only
☐Monthly bills, amounts change monthly
☐Monthly bills with recurring amounts   
Cognitive impairment: (select best option)
☐Alzheimer’s or dementia
☐Confusion or forgetfulness
☐None
     ☐ Poor decision making  
APS involvement - financial: (select best option)
☐ None
☐ Yes - currently
☐ Yes - previously
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Reason(s) for referral: (check all that apply):
☐ Cognitive impairment and having difficulty understanding financial needs
☐ Physical limitations that make it difficult to manage finances 
☐ Being or has been financially abused
☐ Bills are not being paid or are being paid late
☐ Bouncing checks and/or incurring overdraft fees
☐ Current rep payee is mismanaging funds
☐ Previously had help with finances, but no longer has support
☐ Needs assistance with budgeting and coaching to learn money management techniques
☐ Does not like or wishes to replace current rep payee
☐ Other: Select to enter text.

Financial supports available: (check all that apply)
☐ No family or friends to assist
☐ Natural supports willing to assist short term
☐ Facility able to provide money management services
☐ Currently has a rep payee
Name of payee or agency: Select to enter text.
Challenges or safety concerns: (check all that apply)
☐ May not be willing to cooperate with money management program or volunteer
☐ Unwilling to change/adjust their spending habits

☐ Does not have a checking account
☐ Unable to provide monthly bank statements and copies of canceled checks 
☐ Has family/others who may be resistant to the client receiving services
☐ Has a history of verbal or physical aggression or abuse
☐ Current or previous substance use disorder
☐ Diagnosed or undiagnosed mental health condition
Please specify: Select to enter text.
☐ Home has safety hazards
☐ Safety concerns with others that live in the home or frequently visit the home
If safety challenges exist (last two items checked) is there a safety plan that can be put in place for a volunteer to provide services to the individual?
Please list plan ideas below:

Select to enter text.

☐Other: Select to enter text.

Are there pets in the individual’s home? (select the best option)
☐ Cat 	☐ Dog	☐ None
☐ Other  Select to enter text.

Does anyone in the home smoke? 
☐ Inside the home	☐ Outdoors only

 Money management referral - response	
Name: Select to enter text.	Prime: Select to enter text.
Case manager: Select to enter text.
Case manager email: Select to enter text.
Provider name: Select to enter text. 
Provider number: Select to enter text. 
For provider to complete and return:
Referral decision:
 ☐ Accepted ☐ Denied ☐ Waitlisted
Date of decision: Select to enter text.
Note: Provider, please email a completed copy of this form to the case manager email listed above.
For office use only:
Referral sent to provider: Select to enter text.
Additional details:	(For provider and local office use)
Select to enter text.

Need this document in another format? 
You can get this document in other languages, large print, braille or a format you prefer free of charge. Contact ODHS at apd.ltss@odhs.oregon.gov or at 503-945-5600 (voice/text). We accept all relay calls.
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