
 Some services may be unavailable or are not accepting new consumers. For help 
in these instances contact: Deborah.L.Spere@odhs.oregon.gov

 Name: 
SSN: 

Mailing Address(if different from physical): 

Referral Date:  

Gender:    
Home Phone:    
Physical Address: 

 DOB: 
LTSS/SPPC:Prime: 

Cell Phone: 

Mailto:deborah.l.spere@odhs.oregon.gov


Reason(s) for referral (check all that apply):
Consumer is a person with cognitive impairment and has difficulty understanding financial 
needs
Consumer is a person with physical limitations that make it difficult to manage finances 
Consumer is being or has been financially abused
Consumer’s bills are not being paid or are being paid late
Consumer is bouncing checks and/or incurring overdraft fees
Current rep payee is mismanaging client funds
Consumer previously had help with finances, but no longer has support
Needs assistance with budgeting and coaching to learn money management techniques 
Consumer does not like or wishes to replace current rep payee 
Other:________________________________________________________________      
Financial Supports Available:
No family or friends to assist
Natural supports willing to assist short term
Facility able to provide money management services
Currently has a rep payee
(Name of payee or agency: ________________________________)

Challenges or safety concerns (check all that apply):
Consumer may not be willing to cooperate with money management program or 
volunteer
Consumer is unwilling to change/adjust their spending habits
Consumer does not have a checking account
Consumer is unable to provide monthly bank statements and copies of canceled checks 
Consumer has family/others who may be resistant to the client receiving services 
Consumer has a history of verbal or physical aggression or abuse
Consumer is a person with current or previous substance use disorder
Consumer is a person with a mental health condition or diagnosis
Please specify: _____________________________________________________ 
Consumer’s home is an unsafe or unhealthy location in which to meet with consumer* 
Safety concerns with others that live in the home or frequently visit the home* 
Other:_________________________________________________________________

Are there pets in the consumer’s home? 
Does anyone in the home smoke?

If safety challenges exist (items marked with “*”), is there a safety plan that can be put 
in place for a volunteer to provide services to the client? Please list plan ideas below: 

   Other: ________________        Cat        Dog    
Inside the home  Outdoors only 




	Blank Page

	Name of payee or agency: 
	Person w cognitive impairment: Off
	Person with physical limitations: Off
	Financial abuse: Off
	Bills are not being paid: Off
	Bouncing Checks: Off
	Rep Payee Mismanage: Off
	Previous Help Help No More: Off
	Needs Budget Assist: Off
	Client Doesn't Like Payee or Rep: Off
	Other Reason For Referral: 
	No Fam: Off
	Nat Supports Willing: Off
	Facility Providing MMS: Off
	Currently Has Rep: Off
	Not Willing to Cooperate: Off
	Unwilling to adjust habits: Off
	Does Not Have Checking Account: Off
	Other reason of concern: 
	Provide more info here: 
	Other: Off
	Cat: Off
	Dog: Off
	Other Pets: 
	Inside: Off
	outdoors: Off
	other reason: Off
	safety concern: Off
	Home unsafe: Off
	Current hx of substance abuse: Off
	Hx of verbal or physical abuse: Off
	Family or Others who resist: Off
	Unalbe to provide Monthly Statements: Off
	Explain: 
	MH DX: Off
	Gender: [    ]
	LTSS/SPPC: Off
	Dropdown45: [Rep Payee]
	Text46: Representative Payee: Consumer receives federal benefits and is unable to manage those funds on their own. Payee has control of all designated funds and makes financial decisions on behalf of the consumer.
	Text47: Bill Pay Coach: Consumer remains in control of their own funds, but needs short-term coaching to gain or maintain financial stability(budgeting, organization, checkbook reconciliation, etc.). 
	Text48: Income Cap Trust: Consumer requires an income cap trust for Medicaid Eligibility when income is over 300%SSI.
	Text50: State or Country of Birth:
	Text51: City/Province of Birth:
	Text52: Mother's Maiden Name:
	Text53: Father's Last Name:
	Text54: Primary Care Physician Name:
	Text55: Primary Care Physician Email:
	Text56: Primary Care Physician Phone/Fax: 
	Text60: 
	Text61: 
	Text62: 
	H Phone: 
	C Phone: 
	SSN: 
	P Address: 
	Text74: Services Requested:
	Text78: Phone:
	M address: 
	CM Phone: 
	Text57: 
	Text63: 
	Text58: 
	Text59: 
	Text3: Guardian/Conservator*: 
	Text4: 
	Text5: * If there is a guardian or conservator please include a copy of court documents.
	Dropdown7: [Choose best option]
	Text8: Income:
	Text9: 
	0: 
	0: Social Security Benefits (SSI, SSB, SSDI)
	1: Veteran Benefits

	1: 
	1: Private Pension Benefits
	0: 
	0: 
	0: Railroad Retirement Benefits

	1: 
	0: Other:
	1: 




	Check Box10: 
	0: Off
	1: Off
	2: Off

	Check Box11: 
	0: Off
	1: Off

	Dropdown13: [Choose best option]
	Dropdown15: [Choose best option]
	Dropdown17: [Choose best option]
	Dropdown19: [Choose best option]
	Text6: Housing Type:
	Text16: Cognitive Impairment: 
	Text12: Living Arrangements: 
	Text18: APS Involvement - Financial:
	Text14: Monthly Expenses to be Paid:
	Text20: (06/2023)
	Text21: For office use only: 
	Text22: Referral sent to provider: 
	Text25: Plan of Care (POC) entered into MMIS:
	Text27: Authorization dates: 
	Text28: Start: 
	Date29_af_date: 
	Text30: End:
	Date31_af_date: 
	Text32: For provider to complete and return: 
	Text33: Referral decision:
	Text1: Money Management Referral
	Header 2: Money Management Referral - Response
	Individuals Name: 
	Text34: Name: 
	Text35: Prime:
	Prime: 
	Text36: Case Manager: 
	CM Name: 
	Text75: Case Manager:
	CM Email: 
	Case M Email: Case Manager Email:
	Text39: Accepted
	Group23: Off
	Text40: Denied
	Text41: Waitlisted
	Text42: Date of decision: 
	Text44: Note: Provider, please email a completed copy of this form to the case manager email listed above.
	Text45: 
	1: 
	3: 
	2: Provider number: 
	0: Provider name: 

	Date43_af_date: 
	Date24_af_date: 
	Date26_af_date: 
	Text49: 
	Text64: Additional details: 
	Text65: (For provider and local office use)
	R Date: 
	DOB: 
	Image66_af_image: 
	Button1: 


