
To Whom It May Concern:

Enclosed  please find the Putnam County Housing Referral Application and information  about
Search For Change, Inc.

A referral checklist has been provided to outline the required documentation needed to complete 
the application process. Once completed, the application and all pertinent forms should be submitted to:

Search For Change, Inc.
Putnam Division
155 Main Street, Ste. 203
Brewster, NY 10509

Attn:  Kathy Knox, Director of Residential Services - Putnam

Upon receipt, the application will  be reviewed for completion and a recommendation will be made in regards to
placement.  If an individual is interested in a specific Search for Change program, please document this clearly
within the application.

Please make additional copies of this referral  packet   and  distribute  it within your   program.     If you have any
questions  or  require  additional  information concerning this  application or    supportive  residential  services  in
Putnam County, please contact Kathy Knox directly at    (845) 279-8113 (x12) fax# (845) 279-5483.

You may also contact Ashley Brody, Associate Clinical Director for Search For Change, at (914) 428-5600 (x228).

Thank you for considering Search For Change, Inc.

Sincerely,
Kathy Knox
Kathy Knox
Director of Residential Services-Putnam

Enc.: Putnam County Housing Referral
HIV Consent Form
Authorization for Restorative Services
Social Security Consent Form

06/30/2009

Search for Change, Inc.
95 Church Street, Suite 200
White Plains, NY 10601

www.SearchforChange.com

Patricia Hollister-Doyle
 Executive Director



Telephone: (914) 428-5600. Admin. Fax: (914) 428-5642. Residential Fax: (914) 428-3388. Vocational Fax: (914) 428-3497
Putnam County Housing Referral Application

      The Clinical provider must submit the following documents (current within 90 days of application):

 Comprehensive Psycho-Social Assessment
 Psychiatric Assessment including DSM IV diagnosis
 Hospital Admission and Discharge Plan as appropriate
 Recipients with HIV/AIDS may choose to sign the “ Authorization for Release of Confidential HIV
Related                                  
           Information” form.             

Applications for Community Residence and Licensed Treatment Apartment must also include:
    Copy of Physical Exam current within 6 months
    Authorization for Restorative Services signed by a Physician

All application should be submitted by fax or mail to:           Search For Change, Inc.
                           Putnam Division
                           155 Main St., Ste. 203
                           Brewster, NY 10509

Consumer Information
    Name:                             ____________________________________ Date of Birth:   ________________________________

Social Security #:      ____________________________________ Medicaid #:          ______________________________________

Address:                   _______________________________________________________________________ Apt#.   ____________

City:                         ___________________________ State _______________________ Zip:     ____________________________

Tel. No.:                  __(___)____________________   Gender:         __________ Male              ____________Female

Citizenship:                  Yes                                No                 (If no, immigration status): ___________________________________

Ethnicity                                                                                               Marital Status
____ White (Non-Hispanic      ____ Black (Non-Hispanic)                           ___    Single never married               ___     Married
______  Latino/Hispanic      _____  Asian/Asian American                                  ____    Divorced/Separate                      ____     Widowed
______  Native American             _____  Pacific Islander                                             ____    Lives with significant other  
______  Other   _______________________________________  
Primary Language          English Proficiency
 ___  English ___  Spanish   ___  Chinese          ___  French           ___  Does not speak English        ___  Poor
 ___  Italian ___  Russian   ___  German          ___  Japanese           ___  Fair ___  Good
 ___  Hindi ___  Urdu       ___   Vietnamese    ___  Creole
 ___  Greek         ___   None      ___   American Sign Lang.                           
                                                          
 Education Level             Employment Status
__ Some Grade Schl          ___  Grade School        ____   Some HS                ___  Full Time                                  ___  Part Time

__ HS Diploma/GED        ___  Voc Training         ____   Some College                ___  Not Employed                    ___ Other ___________

__ College Degree            ___   Master’s Degree    ____  Ungraded

___ No Formal Ed.             ___Other __________________________ 

Others In Home/Household:

Name Age Gender Relationship
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Custody Status of Children              Current Living Situation.
___  No children            ____  Room                                 ____  Homeless (shelter)

____  Children are all above 18 years of age            ____  Own apt.                 ____  Homeless (streets)

____  Minor children currently in client’s custody            ____  Supervised Living              ____  Nursing Home

____  Minor children not in client’s custody but have access          ____  Supported Housing   ____  Psychiatric Hospital 

____  Children not in client’s custody – no access                           ____  Lives with spouse ____  Lives with parents

                                                ____  Correctional facility ____  Other  ___________

Insurance and Financial information:  _  _____________________________________________________  
Benefits or Insurance           Currently         Pending application          Eligible no application              Ineligible        Unknown
                                                                     receives                 submitted                               submitted_________________________________  
Social Security          
SSI/SSD          
Public Assistance          
VA Benefits             
Medicaid          
Medicare          
Food Stamps          
Pension          
Earned Income/Wages          
Worker’s Comp          
Unemployment          
Private Insurance          
Trust Fund          
Medication Grant          
Other          
Representative Payee          

Referral Source
Name:     __________________________  Phone:  __________________________________________________
Agency:  __________________________  Fax:      __________________________________________________
Address:  ___________________________________________________________________________________
Program:__________________________   Relationship:  _____________________________________________
Person to Notify in Emergency
Name:      __________________________________   Phone:  _______________________________________
Address:   __________________________________     Apt # :  _______________________________________ 
City:         __________________________________     State :   _______________________________________
Relationship:   _______________________________________________________________________________
Skills/Supports Assessment

Can the recipient function independently in the following areas? 
                            Yes       No        Unknown                                                  Yes     No     Unknown

Paying Rent House Keeping
Money Management Program Participation
Nutrition Use of Leisure Time
Socialization Travel
Own Car Use of Health Services
Cooking Shopping
Securing/Maintaining Benefits Grooming
Personal Hygiene
Indicate all services current or planned:

     Current    Planned     Current      Planned
Health Club House
Education Psychiatrist/Clinic
MICA Day Program Substance Abuse Tx
Psychiatric Day Program AA/NA
Vocational Services Case Management
MH Housing Program Other
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Psychiatric Information
                     Diagnosis DSM IV Codes
Axis I                                                                                                                                                .  
Axis II                                                                                                                                               .  
Axis  III                                                                                                                                             .  
Axis IV                                                                                                                                              .  
Axis V                                                                                                                                               .  

Current Psychotropic Medications:
Name                                     Dosage                                            Schedule_________________________  
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

.What level of support does the Recipient require to achieve medication compliance?

____  Dispensing   ____  Reminders ____  Refuses/Non-complaint
____  Supervision   ____  None-Independent ____  Not applicable

Is the person currently hospitalized?     ___  Yes  __  No     Date of Admission:  ______________  

Hospital:   ________________________________________________________________________

Outpatient Treatment Provider

Agency:  ________________________________  Program:   ______________________________

Contact: ________________________________  Telephone:  _____________________________
To the degree known, list all psychiatric hospitalizations during the past three years:

Hospital/ER                                Admission Date         Discharge Date         Source of Information  __________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
Number of psych hospitalizations in the past year:  ______  Number of ER visits in the past year  ________

Behavioral Characteristics                  

      

Current History None Unknown Date of most recent event
Childhood violence
Cognitive impairment
Criminal history
Cruelty to animals
Delusions
Destruction of property
Disruptive behaviors
Fire Setting
Hallucinations
Homicidal ideas/Attempts
Severe Depression
Severe thought disorder
Severe violence against others
Significant difficulty in treatment compliance
Suicidal behavior
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.  Substance Abuse History  
 Drugs of Choice
____  None   ____  Any IV Drug Use ____  Alcohol    ____  Marijuana
____  Cocaine ____  Crack ____  Heroin/Opiates    ____  Hallucinogens
____  Amphetamines ____  PCP ____  Sedative/Hypnotics    ____  Benzodiazapines
____  Prescription Drugs ____  Inhalant ____  Other  ___________________________________

Frequency of use:
___  Not in last month ___  1-2 times per week   ___  Daily
___  1-3 time in the last month ___  3-6 times per week   ___  Unknown

Alcohol/Substance Abuse Treatment Program within the Past 3 Years       Dates
_________________________________________________________________________________________
_________________________________________________________________________________________
Length of time Recipient has been substance free:_______________________________________________

Medical Information:
List all Significant Medical Hospitalizations:
Hospital                                                  Admission Date                     Discharge Date                      Chief  Complaint      .  
__________________________________________________________________________________________
__________________________________________________________________________________________

Current Non-Psychotropic Medications
Name                                                 Dosage                                                           Schedule  _________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Does the person have a medical condition that requires special services?  ___ Yes  ___ No

If yes, please describe service needed:______________________________________________________________

Tuberculosis Clearance (CR only)        PPD Date:   _____________    Results:   ______________________
If positive PPD, Chest X-Ray date:             __________         Recommendations:  ______________________
__________________________________________________________________________________________

Criminal Justice History
Current Status
___  None ___  Incacerated-Jail     ___  Incarcerated-Prison       ___   CPL 330.20/730
___  Probation ___  Parole           ___  TASC/MHATI              ___  Other:  _________________

  Contact:  ____________________________  Telephone:  __________________________________________

Reason for Arrest  Dates

_________________________________________________________________________________________

___________________________________________________________________________________________

 Number of arrests in the past year:  _________  Number of incarcerations in the past year:  ______________________

Assisted Outpatient Treatment
Does the person have court ordered AOT under Kendra’s Law?                    ______  Yes              _____  No

If NO:     
             Is an AOT under Kendra’s Law currently being pursued?                           ______  Yes              _____  No

             Has this individual ever had an AOT order under Kendra’s Law?               ______  Yes              _____  No

If Yes:     Date of Court Order:  ____________________  Petitioner:  ___________________________________________

Please list any other significant community supports not otherwise noted in this application ( i.e. Supportive 
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 family, representative payee, etc.)

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

TO BE COMPLETED BY THE RECIPIENT:
Please describe in your own words your requests for services.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

 Recipient Signature:  __________________________________________  Date:  _________________________

             AUTHORIZATION FOR RELEASE OF CONFIDENTIAL HIV RELATED INFORMATION
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    Confidential HIV (Human Immunodeficiency Virus) related information is any information indicating that a
    person had an HIV related test, or has HIV infection, HIV related illness or AIDS, or any information which
    could indicate that a person has been potentially exposed to HIV.

    Under New York State Law, except  for certain  people,  confidential HIV-related information  can only be
    given to persons you allow to have it by signing a release.   You can ask for a list of people who can be given
    confidential HIV-related information without a release form by calling the HIV Confidentiality Law Hotline
    at  1-800-962-5065.

     If you sign this form, HIV-related information can be given to the people listed on the form, and for the
    reason (s) listed on the form.   You do not have to sign the form to obtain housing and you can change
    your mind at any time.   If you experience discrimination because of release of HIV-related information,
    you may contact  the New York State Division of  Human Rights at (212) 961-8624.   This agency is
    responsible for protecting your rights.

    
    

I authorize the disclosure of HIV-related information to the people/agencies listed on this form, and for the
reason(s) listed on the form.    My questions about this form have been answered.    I know that I do  not
have to allow release of HIV-related information and that I can change my mind at any time.

Date:___________  Signature:  ___________________________________________________
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Name and address of facility/agency/provider obtaining release:

Name of person whose HIV-related information will be released:

Name and address of person(s) who will be given HIV-related information:

Search For Change, Inc.

Reason for release of HIV-related information:

Coordination of Services

Time during which release is authorized:

Six months from date, that release is signed.



Authorization for
Restorative Services of
Community Residences

□ Initial Authorization

□ Semi-Annual Authorization

□ Annual Authorization

Client’s Name: ________________________________________________

Client’s Medicaid Number: ___________________________________________

DSM IV Diagnosis:  ___________________________________________

I, the undersigned licensed physician, based on my review of the assessment made 

available to me, have determined that _______________________________________
                                                                                                                 (Client Name)

would benefit from the provision of mental health restorative services defined pursuant
to Part 593 of 14 NYCRR. 

This determination is in effect for the period ________________ to ________________
at which time there will be an evaluation for continued stay.

________________        __________________________________________________
Month – Day – Year                                 Name (Please Print)                                     
                                          

__________________________________________________
                                                                        Signature

Licensure # ______________   NPI (National Provider Identifier) # ________________

Check here if client is enrolled in Managed Care (e.g., an HMO or Managed Care
Coordinator Program), enter primary care physician name, and managed care provider

      identification number.

_____________________________________       _____________________________
                   Physician Name                                           Managed Care Provider ID#

PUTNAM COUNTY HOUSING REFERRAL APPLICATION
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AUTHORIZATION FOR RESTORATIVE SERVICES
OF COMMUNITY RESIDENCES

Social Security Administration:

I, ______________________________ Social Security No: __________________________

hereby authorize the below listed representative from Search For Change, Inc. to obtain a

printout of my statement of income/benefits from your office.  This information will be held

strictly confidential and used for the sole purpose of acquisition of benefits and resources.

Claimants
Signature:___________________________        Witness  ___________________________

Date: ______________________________         Date:  _____________________________

Authorized
Search for Change Representative:  ________________________________

If further information is required, or any questions arise please do not hesitate to contact our
Main office at (914) 428-5600/Fax (914) 428-5642
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