Winter Haven Emergency Shelter Referral Form
Fax 301 942-1026 (call before faxing)
Date: _____________________
Client name:
_______________________________
DOB:
________________ Gender _________
# Children, Ages, Sex: __________________________________________________________________

Agency staff completing form:  _____________________________
Time of referral:  ___________

Please obtain this information before referring client to shelter:

1. Does the client have identification? 




YES
NO*

2. Did the client lose housing in Montgomery County?


YES
NO



3. Does the client receive benefits at another jurisdiction?


YES
NO


(e.g. Food Stamps, Medicaid, TDAP), if yes where? __________________________________________



4. Does the client need any assistance to do the following? 







Showering


YES*
NO







Eating



YES*
NO








Walking


YES*
NO









Use the toilet


YES*
NO 


5. Can the client sleep on a Mat or low Cot? 



YES
NO


If no, why? _____________________________________________________________________


6. Does the client have special medical needs? 



YES*
NO


If yes, what are his/her needs? ______________________________________________________


7. Is the client incontinent? 






YES*
NO

If yes, are they willing to wear adult briefs?



YES
NO*


8. Was the client discharged from a psychiatric hospital within the last 48 hours? 

YES*
NO


9. Was the client discharged from any hospital (in-patient) within the last 48 hours?
YES*
NO


If yes, did the hospital contact Health Care for the Homeless?


YES
NO*
            Client was medically cleared by the Emergency Room for shelter?                        YES    NO


10. Does the client have addition to drugs or alcohol?




YES*
NO 
11. Does the client have medications?






YES
NO

If yes, please inform the client that medications must be turned in to shelter staff. 

12. Is the client pregnant?






YES
NO   NA

13. Can the client arrive by 7p.m., 9 p.m. or no later than 11 p.m.?

YES
NO

14. Does the client have a sex offense conviction? 



YES*
NO

a. If yes, is the client a registered sex offender? 


YES*
NO


15. Has the client been vaccinated or completed a negative covid test in the last 72 hours
YES
NO*


*Please contact Dr. Robinson before making a referral for a client who answered YES or NO to questions marked with an asterisk (*). Due to the care of young children, Winter Haven is unable to accept clients under the influence of drugs or alcohol, with severe psychiatric problems/untreated mental illness, physical disabilities, sex offenders, or persons with a history of aggressive tendencies/hostile behavior.  Winter Haven is NOT a full day shelter and clients must be willing to depart during the day when temperatures are above freezing. 
MCCH Home Builders Cares Assessment Center (Men’s) 
Phone 301-545-5025 / Fax 301-294-6579
Rainbow Place for Homeless Women 



Phone 301-762-1496 / Fax 301-762-5823

Interfaith Works Overflow 





Phone 301-585-4471 / Fax 301-587-8824

Interfaith Works Women’s Center 



Phone 301-770-2413 / Fax 301-770-5966
*Please indicate the name of the agency submitting the referral. 
Agency_____________________________________ Staff Name: ___________________________________
