
              Updated 10-08 

NYS OMH Single Point of Access (SPOA)  

 Case Management/ACT Program Application Cover Sheet 
Send this cover sheet to CUCS along with the complete Universal Referral Form packet for all SPOA applicants.  
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TO:       ALL COMPLETE SPOA PACKETS must include: 

SPOA Case Management/ACT Program      This Cover Sheet with Signed Consent 
 

Center for Urban Community Services      The Universal Referral Form (URF) 
 

198 East 121
st
 Street, 6

th
 Floor       CM/ACT Referral Summary  

 

New York, NY 10035        A Comprehensive Psychosocial Summary 
 

Fax: (212) 366-4095        A Comprehensive Psychiatric Evaluation 
 

           Physical Exam (required from inpatient referral) 
 

    PPD Results (required from inpatient referral) 

FROM: 

Referring Agency/Program: ___________________________________________________________ 

 

Referring Worker’s Name:            
 

Contact Phone:        Fax:       
 

Referring Worker E-mail:             

 

Borough Where Applicant Is/Will Reside (circle one):   Brooklyn     Manhattan     Queens     Bronx    

                                                                                                                           Staten Island      

RE: 

Applicant’s Last Name:                First Name:         
 

Applicant’s D.O.B.:  ______ / ______ / ______ 
 

Level of Service Requested (circle one):             ACT             ICM             BCM             SCM 
           

TYPE OF REFERRAL (circle all that apply):  
  
Priority Referral:     AOT      Potential AOT     State PC       Acute Inpatient Unit      CPEP Unit        

Psychiatric Emergency Room      Correctional Health/Prison Mental Health Unit    Mobile Crisis Teams          

Mental Health Courts     OMH Links       OMH Residential Treatment Facilities     
 

Community Referral:     ACT/Case Management Transfer       Continuing Day Treatment Program     

Psychiatric Outpatient Program       Residential Program       DHS/Section 8 Project   

Other: ___________________________________ 
 

Specific  ACT/Case Management Program Requested (If applicable):       
 
 

CONSENT TO RELEASE INFORMATION 

(Please keep original on file) 
I authorize the disclosure of the New York City Case Management Application and all related supporting documents to the Center for 

Urban Community Services, 198 East 121st Street, 6th Floor, New York, NY 10035 for the purposes of case management assessment and 

placement assistance for a period of ninety (90) days. I understand that I may revoke this authorization at any time. My revocation 

must be in writing. I am aware that my revocation will not be effective if the persons I have authorized to use and/or disclose my 

protected health information have already taken action because of my earlier authorization. 

                           

      Applicant’s name (printed)      Signature of Applicant                        Date 

                             
        Witness’ name (printed)       Signature of Witness              Date 
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Adult Case Management and ACT Services 
UNIVERSAL REFERRAL FORM 

Service Being Requested:            

 � Assertive Community Treatment (ACT)*     � Intensive Case Management (ICM) 
 � Blended Case Management (BCM) __SCM __ICM � Supportive Case Management (SCM) 

 

Section A: Demographics                  

1.    Name:  
 �����: _______________________   ����:_______________________________  

2. DOB: ��/��/�� 3. Sex:   ��	�
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4.    Medicaid # (if applicable):��������      Medicaid Sequence #: �� 
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6.  English Proficiency: (Check one)   
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A Complete Application Must Include the Following: 
� The Universal Referral Form (URF) including SPOA Coversheet.  Please answer all questions and write 

legibly.  If information is Unknown (U/K) or Not Applicable (N/A), please indicate. 

� A Comprehensive Psychosocial Summary completed or updated within the last 6 months. 

� A Comprehensive Psychiatric Evaluation signed by a Psychiatrist or a Psychiatric Nurse Practitioner and 
completed within the last 30 days for inpatient referrals and within 6 months for outpatient referrals. 

� A Physical Exam is requested for referrals from out-patient programs and required for referrals from 
inpatient programs, including PPD results.  

� Authorization for Release of Confidential HIV-Related Information, if any HIV-related information is 
disclosed. 

  
Send or FAX Complete URF Packet to:    CUCS, SPOA Case Management/ACT Program 
                                                                      198 East 121st Street,  6th Floor 
                                                                       New York, NY   10035     
                                                           FAX:    212-366-4095                                                                       

Note: The Applicant’s social security number (SSN) may be used to verify identity.  Disclosure of the 
SSN is voluntary. 
 

     For Questions about the Universal Referral Form: Call CUCS at 212-801-3343. 



 Applicant’s Last Name:     
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8. Applicant Address (If applicant is homeless note the shelter/drop in center or place he/she may      

be contacted): _________________________________________________________________________________ 

___________________________________________Tel #:(___)___________________ 

If applicant is hospitalized and being discharged to a different address; or if the applicant is 
homeless and moving into housing, please indicate new address/contact information: 
               

           Tel #:(___)____ ______   

9.   What is the applicant’s Race/Ethnicity? (Check all that apply) 
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10.  If the applicant is Latino/Hispanic, please complete the following:�
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Section B: Family Contacts            

1. Marital Status: (Check one) 
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2.   Family/Friend/Emergency contact(s): (Include name, address, telephone number and relationship) 

___________________________________        

  __________________________________       

   __________________________________       

 
Section C: AOT 

1. AOT:   ��/����  No    ���������� 22����9��7���56666� 8+��������7���566666��������.�
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*Please note: The AOT office must be aware of the potential application for AOT.    
 
Section D: Characteristics            

1. Current Living Situation: (Check one)   
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� �

2. Has the applicant ever been homeless? ��/��� ��
� 

3. Has an HRA Supportive Housing application (HRA 2010e)  been submitted within the last 6 months 
for this applicant?  
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4. Does the applicant have a current housing determination/approval?  ��/����� ��
������ 

5a.If you answered “Yes” to Question 2, complete the following.  (Include dates of present episode of 
homelessness, provide name of shelter, drop-in center, street, etc., under “Location”. List most 
recent locations first.) 
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_______________________________________       

   ______________________________________     

   _________________          

5b. Where did applicant reside prior to current episode of homelessness? (Indicate name of facility if applicable) 
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 Facility Name: __________________________         

 Address: ______________________________         

 

5c. Length of occupancy (in months):  

5d. Reason for leaving: ______________________________________________    

6. Current Employment Status: (Check one) 
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7a. Income or benefits currently receiving:  (Check all that apply)    

������;����:���
��3������
2���+
�3�'��

��������++
������
��������3�)������1��)4�

�����������
��������3�7���?�
��3�)������1��74�

��������������������������:����9�9��G�:�'�+��'������������
1���4��

������.�������?���2�����

���!��;�����G�����+������������'���?�
��3������������

���"��	�'����'��
���$��&��+���
E?���'�	�'����'��
���%��	�'����'�,��'������  

���(��	�'��������#�����,�������

����������+
�3��������������?���2�����

������-��
���':������������+�������1�8�
�'�������4��

������	�'������

������,�?
�������������������+������:�A�
�:���2��3:����+����3�'���?�
��3�

������,��9�������������:���+
�3�����9�����:����2��
���������'�+���3���
����������

���!��
����

���"��0����5�� � � � �  

 

 

�



 Applicant’s Last Name:     

URF/MH-01-03 (rev. 10/08)             Page 4 of 11 

 

7b. For any current benefits checked in Question 7, indicate the type and amount per month: 

Type of benefit  Amount per month  Type of benefit   Amount per month 

___________________________________________        

___________________________________________        

7c. Describe any special payee arrangements and the name and address of Representative Payee: 

______________________________________         
 
___________________________________________        

8. Current Criminal Justice Status: (Check all that apply)  
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Section E: Clinical            

1.   Axis I: Clinical Disorders and other conditions that may be focus of clinical attention. 

 Diagnosis (if none, please indicate)      DSM-IVR Code 

            

            

            

2.   Axis II: Personality Disorders and/or Mental Retardation. 

 Diagnosis (if none, please indicate)      DSM-IVR Code 

            

            

            

 
3.   Axis III: General Medical Disorders, including Significant Communicable Diseases. 

 Diagnosis (if none, please indicate)     

            

            

            

 

4.   Axis IV: Psychosocial and Environmental Problems.  (Check all that apply)   �
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5. Axis V: Global Assessment of Functioning (GAF), current :______      
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6.   Current Psychotropic Medications: �)2������+������?�':�+
�����������  � 

  Name                 Dosage                      Schedule 

            

            

            
 
            
7.   Current Medications for Physical Illness:    )2������+������?�':�+
�����������  � 

Name        Dosage               Schedule 

            

            

            
  
            
8. Applicant Adherence to Medication Regimen: (Check one)   
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9. What level of support is required for compliance with medication regimen?  (Check one) 
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10. Does applicant have a medical condition that requires special services such as special medical 
equipment, medical supplies, ongoing physician support and/or a therapeutic diet? 
��/������������
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�����'�����?�5  _____________________________________________  

11. Name of Treating Medical MD or facility:     Phone #:    

12. Medical Tests:  
Has applicant been tested for TB in the past year?   ��/����� ���
��������������:�	
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13.  Physical Functioning Level:                       Yes   No            Yes   No 
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Section F: Utilization           

1.    Applicant Services within the last 12 months: (Check all that apply) 
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2. Psychiatric Services utilization including current hospitalization if applicable. 
(Indicate the number of utilizations for each. Include “O” if none. “UK” if unknown.) 
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3. To degree known, list all psychiatric hospitalizations (including current), psychiatric emergency room 
visits and mobile crisis visits within the last two years. OMH Residential Treatment Facilities are 
considered inpatient. (This information is required to determine eligibility for service). 

Hospital/ER/Mobile Crisis    Admission Date      Discharge Date        Source of Data 
          (If currently hospitalized,  
                                                                                                             expected Discharge Date) 

 

______________________________________         
 
______________________________________         
 
______________________________________         

 
_____________________________________         

 
4a. Indicate any mental health or substance abuse program the applicant attends, had previously 

attended in the last 24 months, and/or if program is part of the discharge plan: (e.g., mental health 
clinic, substance abuse treatment program, day treatment, vocational services program). Indicate 
whether program is: C = Currently attending or P = Previously attended 

Dates Program Name Contact Name 
Telephone 

Number 
C or P 

 

 
    

 

 
    

  

 
   

 

4b. For inpatient and RTF (Residential Treatment Facility) referrals, the discharge plan for outpatient 
medical and mental health services must be listed below: 

Purpose Program/Clinic Name Contact Name 
Telephone 

Number 

Appointment 

Date 
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Section G: Well Being            

1. High Risk Behavior: (Check one response for each) 
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3.   Co-occurring disabilities: (Check all that apply) 
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Section H: Referral Source            

1. Referral Source:  
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2. Referring Agency Information:    

Agency Name:______________________         

Program/Unit Name:_____________________        

Primary Contact: _________________________        

Primary Contact phone number:  _______________________ Fax number:      

Street Address:               

City:          State:       Zip:     

Email:           Date:       

 

NOTICE REGARDING DISCLOSURE OF CONFIDENTIAL INFORMATION 
 

This information has been disclosed to you from confidential records which are protected by state law.  
State law prohibits you from making any further disclosure of this information without the specific written 
consent of the person to whom it pertains, or as otherwise permitted by law.  Any unauthorized further 
disclosure in violation of state law may result in a fine or jail sentence or both.  A general authorization 
for the release of medical or other information is NOT sufficient authorization for further disclosure.  
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AUTHORIZATION FOR RELEASE OF CONFIDENTIAL HIV RELATED INFORMATION 

 
���2�'�����
�&).�1&�����)�����'�2������3�.����4���
���'������3� ��2�����������'���������������+��������'����&).���
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Name of person whose HIV related information will be released: 

 
Reason for release of HIV related information:  

To provide appropriate medical, case 
management and/or ACT services 

Name and address of facility/provider obtaining release: Extent or nature of information to be released:  
Universal Referral Form, Psychosocial 
Summary, Medical and Psychiatric Reports, 
Treatment Plans, Progress Notes and other 

related information as required.   
Name and address of person signing this form (if other than the person whose HIV related info will be released):  

 

 
Relationship to person whose HIV info will be released:  
 
Time during which release is authorized:   From:     To:  
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Signature:              Date:   / / 
 Signature of parent  
or guardian if required:             Date:   / /  
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NEW YORK STATE OFFICE OF MENTAL HEALTH 
CRITERIA FOR SEVERE MENTAL ILLNESS AMONG ADULTS 
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