
To: Patrick McNeil, SOAR Project Director
SOAR@haplegal.org
Fax: 215-523-9599 attn: Patrick 
Phone: 215-523-9584

Referred By: 

Re: 

Name: _____________________________ 

Program: ___________________________ 

Supervisor name and email: ________________________________________________________ 

Client: _____________________________ 

Date of Birth:_______________________ 

Gender Identity: ____________________

Place of Birth: ______________________

Denied in the last year? Yes _____ No _____

If Denied, did they appeal? Yes _____ No _____

Client been on disability before? Yes_____ No _____  

If Denied, date of denial: ____________________ 
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Referral Form: 
HAP's SOAR Project

Date of Referral:__________________

Phone: ___________________________________ 

Email:  __________________________________ 

Client Phone: _____________________________ 

Date admitted to your program: ______________ 

Race/ethnicity:_____________________________

Client email: _____________________________

Housing Status

Current Address: ________________________________________________________________________ 

Housing Program Name (if applicable): ______________________________________________________ 

Nature of Housing (shelter, street, program etc.)    _____________________________________________ 

At this address since (date):__________________ Plan to move w/in 6 months? Yes______ No______ 

If yes, detail housing plan and estimated timeline: _____________________________________________ 

______________________________________________________________________________________ 

Mailing Address (if different): ______________________________________________________________

Social Security History

Working with an attorney? Yes _____ No _____ 

If client is engaged with an attorney, or has a claim pending, we cannot consider for SOAR.

Do NOT send HAP identity documents, including copies of birth certificates, IDs, or SS cards.

Note: fill out both sides COMPLETELY and 
have client sign the attached CBH release. If 
available, attach the most recent psych eval 

and any correspondence from SSA.  
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HOMELESS ADVOCACY PROJECT 

www.haplegal.org August 2026

Nature of Disability 

Mental Health Diagnoses: ________________________________________________________________ 

Current MH Medications and Dosages:______________________________________________________ 

_____________________________________________________________________________________ 

Currently in MH Outpatient Treatment: Yes _____ No ____  If yes, since (date):____________________ 

Outpatient Program Name: _______________________________________________________________ 

MH Hospitalizations within Last 5 Years (hospital name and date):_______________________________ 

_____________________________________________________________________________________ 

MH Symptoms that Prevent Client from Working: _____________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Significant Medical Conditions, Providers, Treatments and Medications:___________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Drug and Alcohol Use History

Does client have a history of D/A use: Yes _____ No _____ 

Drug of choice: ___________________________________ 

Date last used: ____________________ 

Currently using: Yes _____ No _____

Note: If currently using drugs or alcohol, a clinician must complete a Medical 
Source Statement at time of referral. Ask Patrick for this form if applicable.

Vocational Factors 

Date range of most recent job: ____________________ Job title: _______________________________ 

Date range of longest job held:____________________ Job title: _______________________________ 

Highest grade/degree completed: _________________  Special ed in school?  Yes _____   No _____ 

Does the client have an income? _______ Source of income: ____________ Dollar Amount: ________

Submit via email to SOAR Project Director Patrick McNeil at SOAR@haplegal.org 
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Do NOT send HAP identity documents, including copies of birth certificates, IDs, or SS cards. 
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1 Updated February 2020 

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 

Section 1: Member Information 
(whose information is to be released?) 

First Name: Middle Name: 

Last Name: Date of Birth: 

MA ID Number: Phone Number: 

Section 2: Party Receiving Health Information 
(With whom are you authorizing Community Behavioral Health to share your health care information?) 

Please print the name(s) of the person, provider, or organization who will be receiving your health information and 
their contact information. 

I am requesting my own records.   ¨ Yes     ¨ No 

Section 3: Reason For Sharing Protected Health Information 

Please let us know the reason for your request (“At my request” is an acceptable answer): 

Section 4: What Health Care Information Can Be Released 
NOTE: Community Behavioral Health is not a Health Care Provider and does not maintain Medical Records. 
If you would like copies of Medical Records, please request them directly from your Health Care Provider. 

To allow Community Behavioral Health to release specific types of information, you must initial your name next 
to the items you would like CBH to release to the parties listed in Section 2. 

¨ Mental Health Information and Records Initial Here: 

¨ Substance Use Information and Records Initial Here: 

¨ HIV/AIDS Related Information or Records Initial Here: 
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2 Updated February 2020 

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 

Optional: Identify the information you are requesting. 

¨ Eligibility Information Date Range: 

¨ Claims Information Date Range: 

¨ Service Authorization History Date Range: 

¨ Utilization Management Notes Date Range: 

¨ Denial Notices List Date or Service: 

Section 5: Time Frame And Your Rights 

This Authorization will remain valid for ONE YEAR or 
until I revoke it using the process outlined below, or until: 

(insert expiration date or expiration event) 

I understand that: 

Æ If I want CBH to release my protected health information to another person or organization that is not
listed in Section 2, I must complete a new Authorization form. 

Æ I do not have to sign this Authorization. CBH cannot require me to sign this Authorization.

Æ Once CBH releases my protected health information to the person(s) listed in Section 2, the information
may potentially be redisclosed by the recipient and no longer protected by the federal privacy 
regulations. 

Æ I have the right to revoke this Authorization at any time, but my revocation will not affect any records
that were previously disclosed. To revoke your Authorization, please send a signed and dated request in 
writing to the CBH Privacy Officer at 801 Market Street, 7th Floor, Philadelphia, PA 19107. 

Section 6: Signature 
Signature of the Member OR the Member’s Legally Authorized Representative 

I give Community Behavioral Health permission to release my health care information as 
described in this form. 

X Date: 

If you are signing as the Member’s legally authorized representative, you will be asked to produce appropriate 
legal documents granting you the authority to do so before you receive the requested records. Examples of this 
type of documentation include Health Care Power of Attorney, a Court Order, Guardianship documentation. 
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