 Equacare LLC
3839 Merle Hay Rd, Ste 204 Des Moines, IA 50310
Phone: 515-508-1556, Fax: 515-335-2050, Email: equacare77@gmail.com
https://www.equacarellc.com

REFERRAL FORM 
Date of Referral: ___ / ___ / ___
Client Name: _____________________________________________DOB: ___ / ___ /__
Medicaid#:__________________Address:______________________________________
Cell Phone: ______________________ Email: __________________________________
Parent/Guardian/Caregiver Name: ___________________________________________
Phone: ______________________ Email: _____________________________________   
Waiver Type: ☐ Intellectual Disability (ID)    ☐ Brain Injury (BI)    ☐ Physical Disability (PD)    ☐ Elderly    ☐ Health & Disability (H&D)    ☐ AIDS/HIV    ☐ Other: _____________
Service Requesting: ☐ CDAC Services (Personal Care / Companion / Homemaker)    ☐ Respite    ☐ Other: __________________________
Days: _______________________________    Hours: ___________________________
MCO: __________________________    Medicaid #: __________________________    Policy #: __________________________    County of Residence: __________________
Case Manager: __________________________________ Agency: _________________
Phone: __________________________    Email: __________________________
Referral Source/name: __________________________________   Role: _____________
[bookmark: _GoBack]Phone: __________________________    Email: __________________________



Referral forms can be downloaded from our website (https://www.equacarellc.com/knowledge/) or requested via secure email at equacar77@gmail.com. Please return completed forms by fax or encrypted email.

This form contains confidential client information and is intended solely for use by Equacare LLC and authorized referral sources. Please transmit via secure fax or encrypted email only.
Member Name: ______________________    DOB: ___ / ___ / ___                                               Medicaid #: ______________________
