
Email to: 

Harris Quality Care Services 

sharris@harrisqualitycare.com  

 

Harris Quality Care Services 

Community Engagement/Community Coaching Referral Packet 
 

Please submit the following information when requesting services through the FIS and CL 

Medicaid Waiver. 

Individual’s Name: ___________________________ D.O.B_________________________________ 

Address: 

_____________________________________________________________________________________ 

Medicaid #: 

_____________________________________________________________________________________ 

ISP Dates: __________ TO ____________ Quarterly Dates: ______________________________________ 

 

Diagnoses: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Brief Reason for Referral: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

Support Coordinator’s Name: ________________________________________________________________  

CSB: ________________________________________________________________________________________ 

Phone #: ______________________________ Fax #: ____________________________________________ 

E-mail: ______________________________________________________________________________________ 

Residential/Home Contact: Phone: ___________________________________________________________ 

Day Program/Work Contact: Phone:  _________________________________________________________ 

The following documents must be included: 

 ISP; Parts 1-4 

 Psychological Evaluation 

 Physical Examination  

 PPD (TB Screen within 30 days) 

 VIDES and SIS 

 Annual Risk Assessment and RAT 

 Choice of Medicaid form 

 Release/disclosure form 

 Guardian/POA (if applicable) 

mailto:sharris@harrisqualitycare.com
https://docs.google.com/document/d/1udb863xNLbB6FoUgABhOxmGCtefUD5Aa/edit?usp=sharing&ouid=108064698529901830515&rtpof=true&sd=true
https://drive.google.com/file/d/16d10FQn8dj0-nn4SXM21YOPmoejtwvfy/view?usp=sharing

