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HEAR OUR VOICES
School & Center for Children with Autism





Community Habilitation & In-Home Respite Intake
Please submit the following documents:
*If you are emailing the documents kindly scan each of the underlined documents in their own attachment. Thank you!
· NOD with Service Authorization Letter/Approval Letter
· Waiver Application

· Documentation of Choices

· LOC/LCED

· Current Medical

· ISP/Life Plan Addendum
· Psychological Evaluation

· Psychosocial Evaluation
	In-Home Respite
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	Community Habilitation

	Sunday
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	Please provide the following information and desired schedule for each requested service below.

	Individual Name:
	
	TABS ID:
	     
	Sex:
	     

	DOB:
	     
	Medicaid #:
	     
	Diagnoses: 
	     

	Street Address:
	     
	Advocate’s Name:
	     

	City/State/Zip Code:
	     
	Advocate’s Number:
	     


Please email your referral and documentation to mcastillo@skhov.org
	4302 New Utrecht Ave

Brooklyn, NY 11219

Tel: 718.686.9600 Fax: 718.686.6161
	1600 Parkview Ave

Bronx, NY 10461

Tel: 718.829.7744 Fax: 718.829.7745

	www.hear-our-voices.org


