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NIGHT OWL SUPPORT SYSTEMS, LLC

SERVICE REFERRAL FORM
Individual Information:
Name: | | DOB: | |
Address: ‘ ‘ Phone: ‘ ‘
City: | State: WI | Zip:
Sex: ‘ ‘ Ethnicity: ‘ ‘
Guardian(s): ‘ ‘ Phone: ‘ ‘
Email: ‘ ‘
Administrative Information:
Residential Provider: ‘ ‘ Phone: ‘ ‘
Residential CM: ‘ ‘ Phone: ‘ ‘
Email: ‘ ‘
Case Manager: ‘ ‘ Phone: ‘ ‘
Email: ‘ ‘ Waiver (if applicable): ‘ ‘
FEA (if applicable): ‘ ‘ Will ARPA Funds be Used for NOSS Services? YesQ No O

Home Information:
Housemate(s) Names: ‘ ‘
Pets: Yes O No O If Yes, Please Describe: ‘ ‘

Health Information:
Smoker: Yes O No O Location of Medication Binder/List: ‘ ‘
Diagnoses:

Hospital of Choice: ‘
Can Individual Self-Administer Medication: Yes O No O
Other Medical/Safety/Behavioral Concerns (e.g. seizures, elopment, fall risk, allergies, etc.):

Communication Concerns:

Can Individual Use Phone Independently: Yes O No O Can Individual Push Button for Help? Yes O No O

Vision/Hearing Concerns:

Mobility Concerns:




Can Individual Leave Home in Emergency? Yes © No @ Can Individual Leave in Emergency with Guidance? Yes O No QO
Any Other Medical/Health Concerns:

Sleep Pattern Information:
Please Describe Overnight Activity:

Does Individual Become Scared or Frightened During:
Rain [ Snow [] Thunderstorms [] Lightning [ Power Outage [] Other [] ‘
If Yes, Please Explain Reactions and Support Strategies

Behavioral Information:
Behavioral Challenges:

Effective Intervention Strategies:

Referral Information:
How Did You Hear About NOSS Services:

Person Completing Referral: |

Phone: ‘ ‘ Email: ‘ ‘

Relationship: ‘ ‘ Date of Referral: ‘ ‘

Thank you for completing a referral for NOSS services.
A representative will contact you shortly!
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NIGHT OWL SUPPORT SYSTEMS, LLC
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