Louisiana Balance of State Continuum of Care
Coordinated Entry Request for Referrals

1. Agency Name:      

2. [bookmark: Text1]Project Name:      

3. Project HMIS Service Provider Number:      

4. Project Type: 
|_| TH 
[bookmark: Check1]|_| RRH 
[bookmark: Check2]|_| PSH 

5. Project Contact Person
[bookmark: Text13][bookmark: Text14]	Name:      					Title:      
[bookmark: Text15][bookmark: Text16]	E-mail Address:      			Phone Number:      

6. Household Type? 
|_| Individual (Any Gender)
|_| Individual (Female)
|_| Individual (Male)

|_| Family (Any Gender)
|_| Family (Female)
|_| Family (Male)

|_| Other      

7. Unit Size available:      

8. Disability Target
|_| Substance Abuse		|_| Mental Illness	|_| HIV/AIDS	|_| Other      

9. Homeless Target
|_| Chronic Homeless		|_| DV
[bookmark: _GoBack]|_| Literally Homeless		|_| Imminent Risk


[bookmark: Text24]     
Other Information Necessary to Referral:
To be submitted to cesreferral@gmail.com. 		Page 1 of 1

