CARE COORDINATION REFERRAL FORM 

(Please complete and submit to Towanda Witherspoon via email twitherspoon@durhamcountync.gov)


Date:       





Referred by:       
LEVEL OF NEED: 

 FORMCHECKBOX 
 Urgent (Action needed within 48 hours) 

 FORMCHECKBOX 
 Routine (Action needed within 5 business days) 
DEMOGRAPHIC 
Consumer name:       
Consumer #:       
County of Origin:  FORMCHECKBOX 
 Durham  FORMCHECKBOX 
 Other      
POPULATION: 
 FORMCHECKBOX 
 Child/ Adolescent   FORMCHECKBOX 
 Adult 
INSURANCE: 

 FORMCHECKBOX 
 Medicaid   FORMCHECKBOX 
 Medicare  FORMCHECKBOX 
 Private  FORMCHECKBOX 
 No insurance
EXISTING PROVIDER (s):      
OTHER INVOLVMENT (if applicable)

 FORMCHECKBOX 
 DSS  FORMCHECKBOX 
 CPS  FORMCHECKBOX 
 Juvenile Justice (DJJDP) FORMCHECKBOX 
 Court   FORMCHECKBOX 
 School (DPS)
DESIRED OUTCOME:      
ISSUE OF CONCERN(S)/ COORDINATION NEEDS TO ADDRESS: 
 FORMCHECKBOX 
 Duplicate services/ providers
 FORMCHECKBOX 
 Lack of clinical home/ no provider

 FORMCHECKBOX 
 Hospital discharge planning  FORMCHECKBOX 
UNC  FORMCHECKBOX 
 Holly Hill FORMCHECKBOX 
 Moses Cone

 FORMCHECKBOX 
 Developmental Disability not being addressed
 FORMCHECKBOX 
 Inappropriate level of care/ services
 FORMCHECKBOX 
 Transition/ Step-down plan needed (Indicate the current level and facility) ___ 
 FORMCHECKBOX 
 Displaced consumers
 FORMCHECKBOX 
 High Risk (3 or more crisis admissions in a past year) 
* PLEASE ATTACH SUPPORTING DOCUMENTAION 
Internal & External Use Only:
Date Referral Received by Coordinator: ____________ Date Resolved: __________

