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Date: ________________  

 Participant’s Name: _____________________________   Phone #: ______________________

Referred To:  ________TSS SOLUTIONS GROUP______________________
Medicaid Targeted Case Management Company


Referred from:  ________________________________________________	
                                                      Agency/Medical Provider 



		             Agency Name				       Agency Staff/Volunteer
     
Reason for Referral: (medical concerns and needs) ______________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
  If Possible, please have the individual referred, sign a release of information form in the event that TSS Solutions needs to request additional information.  For TSS Solutions Group office use only:
DATE: _____________:    Targeted Group: _________________________
 (Please make a copy of this form for your records)
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