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SERENITY CARE AND LIFE SKILLS SERVICES LLC
Referral for Service Form

(To be completed by Case Manager or Referral Source)

6001 West Lakes Pkwy, West Des Moines, IA
Phone: 515-745-5069 | Email: referrals@serenitycarecares.com
________________________________________

SECTION 1: REFERRAL SOURCE INFORMATION

Case Manager Name: __________________________________
Agency/Organization: _________________________________  
Phone Number: ___________________________________
Email Address: ___________________________________
Best Time to Contact: ___________________________________

________________________________________

SECTION 2: MEMBER INFORMATION

Member Full Name: ___________________________________
Date of Birth: ____/____/________ Age: ______
Gender: ☐ Male ☐ Female ☐ non-binary ☐ Prefer not to say
Medicaid ID # (if applicable): ___________________________________
Primary Diagnosis: ___________________________________
Secondary Diagnosis: ___________________________________
Living Situation: ☐ Alone ☐ With Family ☐ Group Home ☐ Other: _____
County of Residence: ___________________________________

________________________________________

SECTION 3: GUARDIAN / REPRESENTATIVE (if applicable)

Name: ___________________________________
Relationship to Member: ___________________________________
Phone Number: ___________________________________
Email Address: ___________________________________

________________________________________







SECTION 4: SERVICE(S) BEING REQUESTED
(Check all that apply)

☐ Home-Based Habilitation – Skill-building and support in the home environment
☐ Supported Community Living (SCL) – Community integration and independent living support
☐ Direct Attendant Care – Assistance with activities of daily living (ADLs)
☐ Other: ______________________________________________________

________________________________________

SECTION 5: SERVICE NEEDS & PREFERENCES

Preferred Start Date: ____/____/________
Preferred Days/Times: ________________________________________
Estimated Weekly Hours Needed: ______ hours per week.

Primary Reason for Referral (summary):
________________________________________________________________
________________________________________________________________
________________________________________________________________

________________________________________

SECTION 6: REQUIRED DOCUMENTATION CHECKLIST
(Please check each item you have attached OR will send separately)

☐ Person-Centered Service Plan / Comprehensive Assessment
☐ Social History / Psychosocial Assessment
☐ Level of Care Assessment (e.g., ICAP, LOCUS, SIS)
☐ Guardianship or Conservatorship Documents (if applicable)
☐ Current Medication List
☐ Most Recent Physical / Medical Summary
☐ Behavioral / Crisis Plan (if applicable)
☐ Signed Release of Information (coming separately)

________________________________________







SECTION 7: ADDITIONAL NOTES OR SPECIAL CONSIDERATIONS

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________

________________________________________

SECTION 8: CERTIFICATION & SUBMISSION

I certify that the information provided is accurate to the best of my knowledge and that I have the authority to refer this individual for services.

Case Manager Signature: ___________________________________
Printed Name: ___________________________________
Date: ____/____/________

________________________________________

























FOR OFFICE USE ONLY – SERENITY CARE STAFF

Date Received: ____/____/________
Received By (Staff Name): ___________________________________
Packet Complete? ☐ Yes ☐ No – If no, missing: ____________________
Assigned Service Coordinator: ___________________________________
Referral Status: ☐ Accepted ☐ Denied – Reason: ____________________
Acknowledgment Sent to Case Manager: ☐ Yes ☐ No – Date: ____/____/________

________________________________________

HOW TO SUBMIT THIS FORM:
Email: referrals@serenitycarecares.com
Fax: 515-745-5069
Mail: 6001 West Lakes Pkwy, West Des Moines, IA

________________________________________

NOTE: This form is a quick referral intake document. Upon acceptance, we will work with you and the member to complete the full admission packet (Service Application, Person-Centered Care Plan, Service Agreement, etc.) to finalize enrollment.
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