

Please note that before submitting this request, you must have the client sign the InterAgency Release of Information agreeing to have the Case Management Committee review the case
Why has the client contacted your agency/organization?  
Primary Need:___________


     Secondary Need: ____________
What services is your agency/organization offering the client?  
Summary of client situation (please be specific):

Is the client or has the client ever been a patient of HealthWest, formerly Community Mental Health? 

Yes  (      No  (
If yes, when: __________________________________________________________________

Has the client applied for assistance through DHS?


        
       

Yes  (      No (
Has the client ever served in the military?


        
       

Yes  (      No (
What is the total Household monthly income?  ___________ (Please list all sources)

Food Assistance:    _________________
Cash Assistance: __________________________
Rental Assistance: __________________
Employment: _____________________________

Other (please specify): _________Month_
Other :__________________________________
How many people reside in their household/family? _________

________________________________________

_______________________________
Name of Case Manager Requesting Coordination


Client Name
________________________________________

_______________________________

Agency/Organization





HMIS Number 
Contact phone/email: _______________________    

Phone: _________________________
Case Manager’s Committee


Case Coordination Request
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