
Hooper Culturally Specific Community Partner Referral Form 

• Admission slots for our culturally specific partners will be available Tuesday, Wednesday and
Thursday.

• Our goal is to have 1-2 slots available on those days to be rotated between our community
partners.

• You can contact us before 10am Tuesday-Thursday to see if there are open beds for that day.

Referring providers: please fill out the attached items and email the completed forms to: 
HooperReferrals@ccconcern.org. A care coordinator will respond within 48 hours to the referral by 
contacting the patient directly to set-up the appointment.  This applies when not using the process 
listed above.  

• We require a ten-day supply of medications in the original package (including insulin and inhalers).
• Controlled substances such as Suboxone, Librium, Ativan, Ambien, Adderall, barbiturates, and

Lyrica are not allowed in our facility. Please do not bring controlled substances unless the intent
is to destroy them.

Patient Information 

Legal Name: Date of Birth:  ________________________  

Preferred Name:  

Race/Ethnicity:  □ Alaskan Native □ American Indian □ Black and African American 
□ Caucasian □ Asian □ Native Hawaiian □ Pacific Islander □ Hispanic □ Latino-A-X
□ Decline to Answer

Contact Information 

Please attach an ROI – without one we cannot process the referral. 

Patient Phone Number: 

Referring Agency: Phone Number: 

Contact Person for Referral:   

Is there a Discharge Plan in Place? □ Yes: □ No □ Unknown

Discharge Agency: Phone #: 

Contact Person for Discharge Planning: _ 



Hooper Culturally Specific Community Partner Referral Form 

Gender: □ Female □ Male □ Trans Female/Trans Woman/Affirmed Woman 
□ Trans Male/Trans Man/Affirmed Man □ Genderqueer/Gender Non-Conforming
□ Agender/Without Gender □ Declined □ Additional Category: ___________________________

Is the patient pregnant? □ Yes □ No □ Unknown 

Which pronouns do they go by? □ She/Her □ He/Him □ They/Them 
□ Don’t Know/Decline to answer

Substance Use History and Medical Information 

What substances are being used regularly (within the last 3 days)?  
______________________________________________________________________________ 
______________________________________________________________________________ 

Is there daily use of the above substances? □ Yes □ No   

Date of last use? ________________________________________________________________ 

Any medical conditions or recent hospitalizations? □ Yes □ No □ Unknown  

If yes, please list here:

 _____________________________________________________________________________ 

Any mental health issues, or recent hospitalizations due to mental health: 
□ Yes □ No □ Unknown

If yes, please list here: 

 _____________________________________________________________________________
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