Independence Place

Information & Referral Form

 Date:  
 Time:


 Staff person:

Name:   

Agency/Organization: 

Address: 

County:    

Gender: 


Age:


DOB

SSN

Home phone:   

Work phone:  

Fax:

TTY: 


E-mail: 

 Format/Language:   

Contact:  Consumer  Consumer (disabled)        Agency/Organization           Business          Consultant  Collateral (professional)  Collateral (family/friend)      Government   Other
How did you hear about Independence Place?
Check Subject(s):




                                  ANACK   Assistive Technology   Advocacy   Attendant Services   Benefits/Entitlements   Civil/Legal Rights   Communication   Community Services   Counseling 

Education/Training   Employment/Vocation   Financial Assistance   Friends for LIFE   Food Referral   Furniture Referral   Health Care   Housing Assistance   IL Training/Self Care   Institution Intervention   IP Information & Referral Services   Mobility 
NEWSLINE   Peer Mentoring   Ramp Access   Recreation   RX Drug Programs   Transportation   Voter Access   WIPA   Youth Services   Family Services   Other

Disability:
 Cognitive
 Physical
 Sensory:


 Mental
Multiple
    Vision


 N/A
Unknown
    Hearing
Ethnicity:
 Asian/Pacific Islander
 Middle-Eastern Am.
 White 


 Black
 Other    unknown
 Hispanic



 Native American


Description: 

Referred to: 

Materials Provided:      

NO FURTHER ACTION NEEDED  
