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· Medical Case Management

· Treatment Adherence

· Service Coordinator / Network Navigator
· Bridge Counselor
Client Name:
_____________________________________________________________

Address:
_____________________________________________________________
City:

________________________________
Phone#: ______________________
Date: ____________________________
Appt. Time:  _________________________



Service Location:


(
TCCHC dba CommWell Health

(
Harvest House
(
Treatment Adherence / ADAP



(
Intake / Enrollment 
(
Mental Health / Substance Abuse Assessment




(
Dental Services


· Other - ____________________________________________________________
Other Services:

· DSS

· Home Visit

· Medication Delivery

· Telephone Call

· Transportation - _____________________________________________________

· Other - ____________________________________________________________
Summary of Service:
	

	

	

	


Client Signature:__________________________
Pick Up Time:
__________
Staff Initials:
_____

Client Signature:__________________________
Drop Off Time:
__________
Staff Initials:
_____
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