Housing Navigator Referral Form
Name of Patient:

Date of Birth:

Referring Provider’s Name and Contact Information:

Does the patient have CountyCare insurance? 	 	 YES	NO

Preferred/Current Housing Location:     CHICAGO    SOUTH SUBURBAN COOK  NORTH/WEST SUBURBAN COOK
Does the patient currently have income? 		YES 	NO
If so, please specify:

Is the referral living with a disability? 			YES 	NO
If so, please list disability:

Is the patient justice-involved? 				YES	NO
If yes, please provide details:

Has the patient previously lived independently? 	         	YES	NO

Is the patient experiencing literal homelessness (staying in a shelter or outside)? YES NO

If patient is not currently experiencing literal homelessness, please circle level of housing instability:
I-----------------------------------II--------------------------------------III-----------------------------------------IV
Affordably Housed 	Difficulty Paying Rent	 Loss of Household Income         Living w/Family or Friends

Number of individuals within household (please list names and ages):

Please be sure to include Contact Information and Release of Information forms with the Referral form.
Completed forms should be emailed to housing@cookcountyhhs.org


