Mayor’s Health Line

Insurance Referral Form
Date: ____/____/____         Referred by Program/Site:         Safe Shops  

Name of Person Being Referred: ___________________     _______________________              
                                                           First




Last
Primary Language Spoken: ________________________
Phone: (   ) _______ - ________       Best Time to Call: __________________am/pm
Mailing Address: _________________________    ___________________   ____________






Street



City/Town

Zip


Reason for Referral:
Uninsured       Underinsured      Other (specify below)
Comments/Suggestions made by referrer (please list parent/caretaker if student <19): _______________________________________________________________________________

_______________________________________________________________________________
Outcome/Action taken by MHL staff: _______________________________________________________________________________
_______________________________________________________________________________
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