ST. COLUMBA ECUMENICAL MINISTRIES, INC.

MEDICATION ASSISTANCE REFERRAL FORM

Individuals must be homeless with a verifiable Norfolk address prior to homelessness OR be homeless and express the intent to become a permanent Norfolk resident.  Individuals in housing (e.g., transitional, with family, etc.) cannot be referred to this program after 90 days in housing.  Individuals cannot have access to other resources for filling prescriptions.  Prescriptions must be faxed (622-2569) with this referral and a release from your agency, releasing client information to St. Columba Ecumenical Ministries, Inc and Hague Pharmacy.  We are unable to fill prescriptions for narcotic or psychotropics or any other medication deemed unnecessary.  All information must be complete or there could be a delay in processing the application.  Clients cannot exceed $1,000 of assistance per fiscal year, or cannot be referred more than 3 times in the fiscal year, whichever is FIRST.  If you think your client may not be eligible for any reason, call 627-6748 before completing the referral paperwork.

NAME: 















Last




First


Middle



Suffix

SS #:  ____________________   RACE: 



  ETHNICITY:  



DATE OF BIRTH:  _____________________   AGE:  
   GENDER:  _______  VETERAN: 


	· Single Adult

· Married without Children
	· Single Parent Family

· Two Parent Family
	· Other ______________

_____________________


FAMILY 

MAKE-UP: 

DOES THE INDIVIDUAL HAVE A DISABILITY: 
  INCOME PER MONTH: ______________

WHERE IS CLIENT LIVING (e.g., street, shelter, transitional home, family): 





HOW LONG HAS CLIENT BEEN AT ABOVE LOCATION: 







EXTENT OF HOMELESSNESS: _____ First time   _____ 1-2 times   _____ 4 times in 3 years   _____ 1 year or more

LAST PERMANENT ADDRESS: 














    
       Street


City


State

Zip

IF THE LAST PERMANENT ADDRESS WAS NOT IN NORFOLK, DOES THE CLIENT EXPRESS 

THE INTENT TO BECOME A PERMANENT NORFOLK RESIDENT?   YES _____  NO _____

ALLERGIES TO MEDICATIONS: 











REFILL REQUEST

PRESCRIPTION #:  













NAME OF MEDICATION: 










 

NAME AND PHONE # OF PHARMACY PRESCRIPTION WAS ORIGINALLY FILLED:  



REFERRAL INFORMATION

REFERRING AGENCY:  ________________________  AGENCY PHONE #:  ___________________

PRINTED NAME OF REFERRING PERSON: 









# OF NEW PRESCRIPTIONS ATTACHED:  _________            RELEASE INCLUDED:  

WHO IS RESPONSIBLE FOR PICKING UP THIS MEDICATION?

	· Referring Individual
	· Client  (transportation provided by: _______________________________)

	· Other: _________________________________________________________________________________


SIGNATURE OF REFERRING PERSON: 





 DATE: ___________


