
Resource Coordination Program 
Referral for DDA Services 

Intake Form 
                                                                                                           Date:________________________________ 

Name of Individual Needing Services: 
 
________________________________________________________________________________________   
                       First                                          Middle                                           Last 
 
 Date of Birth: ___________________  Marital Status: ___________________  Sex:     Male        Female 
 
Address: ________________________________________________________________________________

________________________________________________________________________________

 Phone Number: __________________________  Social Security Number: ____________________________

Medical Insurance/Number: _________________________________________________________________

Family Physician: _________________________________________________________________________

 Disabilities: ______________________________________________________________________________

______________________________________________________________________________

Current Medication/Reason: _________________________________________________________________

Current Agencies Involved: __________________________________________________________________

Previous Agencies Involved: _________________________________________________________________

Caregiver’s Name: _________________________________________________________________________
                Phone Number: ___________________________________________________________________ 
                Address:  ________________________________________________________________________ 
               ________________________________________________________________________________

Services Needed/Being Sought: ______________________________________________________________

COMMENTS: ____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Name of Person Completing Form: ____________________________________________________________
               Agency (or) Relationship: ____________________________________________________________
                 Phone Number:               __________________________________________________________________
 
 
Mail or Fax this completed form to: 
 
St. Mary’s County Health Department 
Resource Coordination Program 
P.O. Box 316 
Leonardtown, MD.  20650 
FAX:  301-475-4350  

  

 


