
Please email completed form to tim.pesavento@nmvic.org or fax to: (505)332-8092 

 

 

Supportive Services for Veteran Families (SSVF) Program 

Referral Form 

Referral Date: ___________________  

Applicant Name (print full name): ______________________________  

Date of Birth:  (mo./day/yr.): _________________ SSN: ____________________ 

Veteran released from active military duty OTHER THAN DISHONORABLE:  

Yes ______  No ______  DD214 Attached:  Yes ______ No ______ 

Branch of Service: _____________ Dates Served: _________________ 

Character of Discharge: ________________________ 

Applicant Contact Number: 

____________________________________  

Number of persons in household: ______ Adults:_____ Children:_____ 

Referred By (print name): ___________________________(agency 

name) ______________________  

Referred By Contact Number# _______________________________ 

Has veteran received SSVF Services before from any agency? 

Yes ________ No ________ If so, what agency? ___________________________ 


