Georgia Department of Human Resources

INTERAGENCY / INTEROFFICE REFERRAL AND FOLLOW-UP

	
	                             DATE:      

	

	TO:    FORMCHECKBOX 
  Division of Family and Children Services
	FROM:    FORMCHECKBOX 
  Division of Family and Children Services

	                 FORMCHECKBOX 
  Assistance Payments         
	 FORMCHECKBOX 
  Medicaid/SSI
	     FORMCHECKBOX 
  Assistance Payments
	 FORMCHECKBOX 
  Medicaid/SSI

	                 FORMCHECKBOX 
  Food Stamps         
	 FORMCHECKBOX 
  Social Cervices
	     FORMCHECKBOX 
  Food Stamps         
	 FORMCHECKBOX 
  Social Services

	
	

	          FORMCHECKBOX 
  Division of Mental Health and Metal Retardation
	                FORMCHECKBOX 
  Division of Mental Health and Mental Retardation

	          FORMCHECKBOX 
  Division of Physical Health
	                FORMCHECKBOX 
  Division of Physical Health

	          FORMCHECKBOX 
  Division of Vocation Rehabilitation
	                FORMCHECKBOX 
  Division of Vocation Rehabilitation

	          FORMCHECKBOX 
  Division of Youth Services
	                FORMCHECKBOX 
  Division of Youth Services

	          FORMCHECKBOX 
  Social Security Administration
	                FORMCHECKBOX 
  Social Security Administration

	          FORMCHECKBOX 
       
	                FORMCHECKBOX 
       

	

	

	ATTN:      
	BY:      

	

	

	RE:      
	     
	     

	        NAME (First, Middle, Maiden, Last)
	ADDRESS (Number, Street-Route-P.O. Box)
	Apt. No.

	

	     
	     
	     
	     
	     
	     

	CITY

	STATE
	ZIP CODE
	COUNTY
	TELEPHONE (Home)
	(Other)

	

	SEX      
	BIRTHDAY      
	RACE      
	SOC. SEC. NO.      

	

	P.A. CASE NO.      
	F.S. CASE NO.      

	

	SERVICE CASE NO.      
	SSA CLAIM NO.      
	OTHER I.D. NO.      

	

	          FORMCHECKBOX 
  REFERRAL COMMENTS

	
	          

	          FORMCHECKBOX 
  FOLLOW-UP COMMENTS

	 
	          

	

	

	

	

	

	

	

	

	

	

	REPLY TO:      
	     

	                          NAME
	TITLE

	
	       
	     

	                        AGENCY
	TELEPHONE
	EXT.

	
	       
	     

	                        ADDRESS
	PLEASE REPLY BY: 
	     

	
	
	DATE



	

	DATE:      

	

	I.            IDENTIFICATION 

	     

	     TO:      
	FROM:      

	     RE:      

	                           CASE NAME
	AFDC CASE NO.       
	FS CASE NO.       

	

	

	     PA:      FORMCHECKBOX 
  Applicant        FORMCHECKBOX 
  Recipient
	 FOOD STAMP:      FORMCHECKBOX 
  Applicant        FORMCHECKBOX 
  Recipient   

	

	II.          ADDRESS



	     FROM:      


	     TO:      


	     TELEPHONE:      

	             RENT:      


	III.        HOUSEHOLD GROUP



	     Are all household members included in Assistance Unit?
	   FORMCHECKBOX 
  Yes          FORMCHECKBOX 
  No  If no, list members not included:

	           
	     

	           

	     

	IV.      ASSISTANCE UNIT



	     Add        Delete      Name                  DOB              SSN            Relationship                 SSI                        FS               AFDC

                                                                                                               to head                   Yes/ No              Yes/ No          Yes/ No

	    FORMCHECKBOX 

	   FORMCHECKBOX 

	        
	     
	     
	     
	  FORMCHECKBOX 
     FORMCHECKBOX 

	    FORMCHECKBOX 
      FORMCHECKBOX 
                  
	   FORMCHECKBOX 
     FORMCHECKBOX 


	
	
	

	    FORMCHECKBOX 

	   FORMCHECKBOX 

	        
	     
	     
	     
	  FORMCHECKBOX 
     FORMCHECKBOX 

	    FORMCHECKBOX 
      FORMCHECKBOX 

	   FORMCHECKBOX 
     FORMCHECKBOX 


	    FORMCHECKBOX 

	   FORMCHECKBOX 

	        
	     
	     
	     
	  FORMCHECKBOX 
     FORMCHECKBOX 

	    FORMCHECKBOX 
      FORMCHECKBOX 

	   FORMCHECKBOX 
     FORMCHECKBOX 


	

	V.      INCOME         ADD    FORMCHECKBOX 
   CHANGE    FORMCHECKBOX 



	    TYPE      
	GROSS AMOUNT      
	Freq. (Wk) FORMCHECKBOX 
  (B-wk) FORMCHECKBOX 
  (Mo) FORMCHECKBOX 


	                                (Wages, SSI, CIS)



	   RECEIVED BY:      
	DATE RECEIVED:      

	                                                    (Client)



	   IF NEW JOB



	    EMPLOYER:      

	PHONE:       

	    ADDRESS:      


	   DATE OF 1ST CHECK      

	PAY PERIOD END DATE       

	   DAY OF WEEK PAID      

	

	   CHILD CARE        
	     

	                                                       (Child’s Name)


	          (Name of Provider)



	     
	Wkly 
	 FORMCHECKBOX 

	Bi-Wkly
	 FORMCHECKBOX 

	Mo
	 FORMCHECKBOX 
;
	day of wk      
	

	                                  (Amount Paid)

	


PA/FS COMMUNICATION








CW_713 Interoffice Referral and Follow-Up (Revised 09/06)

Page 1 of 2

