
Lawrence – Douglas County Public Health Human Services Referral 
E-mail completed form to: humanservices@ldchealth.org or Fax to (785) 843-3161

DATE ___________      

INFORMATION OF INDIVIDUAL BEING REFERRED  

Name:    

Address:    

Phone:  OK to Text?  Y or N 

  LDCPH ONLY:  PID# ____________________           

DOB/Age:    

City/Zip:         _________________

OK to leave message? Y or N 

Email:   Primary Language:  __    2nd Language___________ 

Due Date________________________        Date of Delivery_______________________________ 

Insurance- 0 Unknown  0 Private  0 Uninsured   0 Needs to Apply/Applied  0 Member #____________________   

 O KanCare Title XIX            O KanCare Title XXI (Chip)                O Medicaid (Federal)                  O Medicare  

Involved partner?  If YES  Name : ____________________________  Phone: _______________________ 

Reasons for referral 

___  Single, separated, or divorced   

___  Unemployed Self______     Partner_______  

___  Inadequate Income  

___  Unstable housing 

___  No phone 

___  Education under 12th grade 

___  Inadequate emergency contacts 

___  No support/help at home 

___  History of substance abuse 

___  Late or no prenatal care, poor compliance 

___  History of Abortions, sought or attempted? 

___  History of/or current Psychiatric care/depression? 

___  Relinquishment or adoption sought? 

___  CPS History/ ever had a child formally or  

       informally removed from the home? 

___  Partner or family problems? 

REFERRAL SOURCE 

Referred By:         ______ 

Agency______________________________   Contact # or  email___________________________________ 

Other Information 

__________________________________ 

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

________________

mailto:humanservices@ldchealth.org


__________________________________________Internal Use Only____________________________________ 

Date Received _____________  Contacted by ____________________________________  

 Date  Type of Contact  

 Contact 1_____________________________________________________________________ 

  Contact 2____________________________________________________________________ 

 Contact 3_____________________________________________________________________ 

 Contact 4_____________________________________________________________________ 

 Contact 5_____________________________________________________________________ 

Assigned Funder- 
 

o MCH 

o TPTCM baby steps
o CBCAP

o TPTCM HFA 
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