
 
 

SASS REFERRAL FORM 
Fax to: 856-964-1993 
Phone: 856-964-1990 

 
All Information on Both Pages must be Completed 

Before case can be opened by SASS 
 
 

DATE: ___________________________ WORKER: _______________________ 
 
Worker PHONE: ___________________ SUPERVISOR: ___________________ 
 
CASE NAME: __________________________________________________________ 
 
COUNTY: ____________________________ 
 
ADDRESS: _____________________________________________________________ 
 
CITY: _______________STATE:____________TELEPHONE___________________ 
 
FAMILY MEMBERS  SEX    AGE  BIRTHDATE  RACE  RELATIONSHIP 
 
       
       
       
       
       
       
       
       
       
       

                                  
FAMILY INCOMES: UNDER $10K___$10-$19__$20-$29__$30-$39___$40-$49___ 
 
Has CLIENT BEEN INFORMED ABOUT SASS SERVICES? YES___NO____ 
If yes is client available from 9:00am to 5:00pm? Yes___If client isn’t available during these hours this case may 
not be appropriate for SASS. 
 
 
 
 
 



• Any other documentation that you feel may be helpful to SASS 
 
 
What are some of the goals that you need the SASS worker to help you with? 
 
 
 
________________________________________________________________________ 
 
 
OTHER FAMILY CONCERNS NOT ON CHECKLIST: 
 
 
 
________________________________________________________________________ 
 
 
HAS CLIENT BEEN INFORMED ABOUT SASS SERVICES? _____________ 
 
DATE OF LAST HOME VISIT BY SASS___________________________________ 
 
ATTACHMENTS REQUIRED: 

• MOST RECENT ASSESMENT 
• MOST RECENT TREATMENT PLAN 

 
ATTACH IF THESE PERTAIN TO THE CASE: 

• PSYCHOLOGICAL OR PSYCHIATRIC HISTORY 
• ANY COURT INVOLVEMENT 

 
ARE THERE OTHER SERVICES IN THE HOME? PLEASE LIST 
 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 


