
HOME PHONE : 

CELL PHONE : 

EMAIL ADDRESS : 

HEALTHPLAN NAME 

COUNTY 

ADDRESS 

CITY 

STATE ZIP CODE 

DOB GENDER 

CAREGIVER/GUARDIAN’S NAME 

PREFERRED LANGUAGE 

MEMBER’S MEDI-CAL CLIENT IDENTIFICATION NUMBER (9-DIGIT ENDING WITH A 
LETTER) 

I DO NOT KNOW THE MEDI-CAL 
NUMBER 

MEMBER INFORMATION 

TO BE FILLED OUT BY INTERNAL MEDZED STAFF 

POPULATION OF FOCUS / ADDITIONAL INFORMATION 

LEAD ORIGIN (TYPE OF ORGANIZATION EG, SCHOOL, PROVIDER OFFICE, HOSPITAL, SHELTER, ETC) 

LEAD SUB ORIGIN (FULL ORGANIZATION NAME ASSOCIATED WITH THE REFERRAL) 

STATUS FOR SF 

PRIMARY CHN 
OR HN 

CIPP REFERRAL INTAKE FORM 

LAST NAME : 

DATE 

REFERRING ORGANIZATION : 

PROGRAM OF INTEREST: ECM         CS            BOTH 

MEMBER FIRST NAME : 

REFERRER’S EMAIL ADDRESS : 

MEDZED STAFF WHO SUPPORTED YOU WITH THIS REFERRAL : 

REFERRER NAME : REFERRER PHONE NUMBER : 
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