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Individual Name Date of Birth 

Medicaid Number DMH ID Number 

Date of Referral Gender 

Parent/Guardian Information 

Name, Address, City/State/Zip County of Residence 

Regional Office  

 Joplin   Springfield 

Is Guardian someone other than parent?  Yes  No   If yes, please explain: 

Preferred Contact Information 

Check preferred contact method and provide contact information Preferred time of day to contact 

  Home phone: 

  Work phone: 

  Email 

Living Arrangement 

Natural Family Foster Care  Supported Living  Independent Living  RCF  Other 

Communication Method 

Fully Verbal  Partially Verbal  Sign  Gesture With Assistance  Communicative Device 

Individual/Parent/Guardian/Designated Representative Signature(s) Section 

Individual Signature Date 

Parent/Guardian/Designated Representative Signature Date 

Support Coordinator Signature Section and Plan Information 

Name of Support Coordinator (please print name legibly): 

Email Phone 

Support Coordinator Signature Date 

New Referral     

Abilities First (Art Inspired Academy) 

Preferred Family Healthcare    

Arc of the Ozarks - Counterpoint 

Burrell Autism Center 

Judevine Center for Autism 

Easter Seals  

Ozark Center|Leffen Center for Autism 

Annual with new provider 

Abilities First (Art Inspired Academy) 

Preferred Family Healthcare    

Arc of the Ozarks - Counterpoint 

Burrell Autism Center 

Judevine Center for Autism 

Easter Seals  

Ozark Center|Leffen Center for Autism 

Amendment with new provider 

Abilities First (Art Inspired Academy) 

Preferred Family Healthcare    

Arc of the Ozarks - Counterpoint 

Burrell Autism Center 

Judevine Center for Autism 

Easter Seals 

Ozark Center|Leffen Center for Autism 

State of Missouri 

Department of Mental Health 

Division of Developmental Disabilities 

Provider Referral Form for Southwest Missouri Autism Project Services 
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