DEPARTMENT OF HUMAN SERVICES
Bureau of Guardianship Services 
Referral Form
Please complete this form, attach all required documents as listed and send complete packet to the applicable DDD or DCF liaison.  The referral and all attachments must be reviewed and approved by a liaison before it can be forwarded to BGS for consideration to filing a guardianship petition in court.  A list of liaisons is provided at the bottom of this form.  Please do not forward this referral directly to BGS.  If you have questions, BGS’ Legal Unit can be reached at (609) 631-2213.

Referral Type  (check one):   FORMCHECKBOX 
 ROUTINE  

         




         FORMCHECKBOX 
 SUBSTITUTE

         




         FORMCHECKBOX 
 PRIORITY 

Source of Referral (check applicable box and specify office location) 
 FORMCHECKBOX 
DDD Community Services,  FORMCHECKBOX 
 Developmental Center or  FORMCHECKBOX 
 DCF- office location:        
 

Date of referral:        
Prepared by:  FORMCHECKBOX 
 Case Manager    FORMCHECKBOX 
 Social Worker or  FORMCHECKBOX 
 Support Coordinator 

Name and Phone Number:   
Reason for referral, explain any urgency: (if person is currently hospitalized, please provide a contact name and phone number at hospital)        




                                                                                                                                                                     
INDIVIDUAL INFORMATION 

Last name          First Name           MI        


Sex (M or F)       Birthdate         DDD ID #           


Last 4 digits of Soc. Sec. #        

Address        City        State         Zip       

Residential Agency Name       
Contact Person       

Residence Phone #         County of Residence         County of Settlement if known       
Which DDD Functional Services are being provided to this individual:  
 FORMCHECKBOX 
 Supports Program (SP)   FORMCHECKBOX 
 Community Care Program (CCP)   FORMCHECKBOX 
 Developmental Center (ICF) or
 FORMCHECKBOX 
 other/please identify ______________________________
Day Program Name and Address         


Day Program County           

Day Program Contact Person Name and Phone #       
Representative Payee Information: Name and Contact Information of Current Representative Payee : ______

Requirement of Court Rules  (The information below is required by the court, please check with the representative payee, family, service provider(s) and review records as applicable to obtain this information)
Does individual have a trust?  (Yes or No) If yes, Name of Trustee       
Has individual named a Health Care Representative or Power of Attorney?  (Yes or No)   If yes Name       
Attach a completed Family Information Form to this referral.  The Family Information Form must list all immediate family members (parents, siblings, spouse and children if applicable) and their whereabouts.  Please include their names even if they are deceased. Please see instruction sheet for further explanation.
GUARDIAN INFORMATION- Inter-Disciplinary Team’s Recommendation for proposed guardian
Proposed Guardian:   FORMCHECKBOX 
 Private or  FORMCHECKBOX 
 BGS  

If private guardian is proposed, required information:
Name of Proposed Guardian (s):                                                                                            
Relationship to Person Served:                                                                                                    
Address:                                                                                                                                                                                 

Phone #:                                                                                                      
REQUIRED  ATTACHMENTS  (PLEASE SEE APPLICABLE SECTION)

______________________________________________________________________

Routine Referrals 

Attachments Required:

 FORMCHECKBOX 
     Family Information Sheet
 FORMCHECKBOX 
     DDD Recommendation for Assessment regarding Need for a Guardian
______________________________________________________________________

Priority Referrals
Attachments Required:
 FORMCHECKBOX 

Most recent Psychological Evaluation Report (required)
 FORMCHECKBOX 

Family Information Form (required)
 FORMCHECKBOX 

Social History and update or Biography from IHP or other document (required)
 FORMCHECKBOX 

DDD Recommendation for Assessment regarding Need for a Guardian (required)
 FORMCHECKBOX 
    DCPP or Other Court Orders and/or Adult Protective Services documents (if applicable)
 FORMCHECKBOX 

Parental rights termination (order required) and date of termination _________
If BGS is proposed, the following documentation is required; (include all that apply)
A certification may be requested when family is not recommended.
         FORMCHECKBOX 
  Relative(s) defer to BGS

         FORMCHECKBOX 
  Statement that no information available in records regarding whereabouts of family

         FORMCHECKBOX 
  Detailed evidence substantiating unsuitability or unavailability of relative(s)

 FORMCHECKBOX 
 Copy of Birth Certificate (if available)

         FORMCHECKBOX 
    Other pertinent documents: ________________________________
______________________________________________________________________

Substitute Referrals

Attachments Required:
 FORMCHECKBOX 
   
Most recent Psychological Evaluation Report (required)

 FORMCHECKBOX 

Family Information Form (required)
 FORMCHECKBOX 
    Social History and update or Biography from IHP (required)

 FORMCHECKBOX 
   Court Order appointing previous guardian (Judgment)

 FORMCHECKBOX 
   Death certificate (for all deceased guardians/co-guardians)
 FORMCHECKBOX 
   Reasons why current guardian cannot continue and supporting documentation _____________________
______________________________________________________________________

For DDD Office Use Only:

Date of DDD Eligibility: ___________________

Reviewed By (Check Name Below): 
Community Services:
 FORMCHECKBOX 
Lori Antonucci- (Lori.Antonucci@dhs.nj.gov) Phone -908-226-7812 Liaison for Essex, Somerset, Union, Atlantic, Burlington, Camden, Cape May, Cumberland, Gloucester & Salem Counties(former Upper Central and Southern DDD Regions) and Out of State Purchase of Care 

 FORMCHECKBOX 
Maureen Sinacore (Maureen.Sinacore@dhs.nj.gov) - Phone-609-292-1933 Liaison for Hunterdon, Mercer, Middlesex, Monmouth, Ocean Counties (former Central  Region DDD) 

 FORMCHECKBOX 
Janet Lindez (Janet.Lindez@dhs.nj.gov)- Phone-973-977-4426 Liaison for Bergen, Hudson, Morris, Passaic, Sussex and Warren Counties (former Northern Region DDD)

 FORMCHECKBOX 
Evelyn Lang- Phone-609-888-7472 Liaison for DCF/DCPP/CSOC

Developmental Center (Referrals are generally sent through the Social Services Department). Liaisons are as follows:

 FORMCHECKBOX 
 Marianne Koriakos -Greenbrook Regional Center (Marianne.Koriakos@dhs.state.nj.us)- (732) 968-6000
 FORMCHECKBOX 
 Kalpana Shah Hunterdon Developmental Center (Kalpana.Shah@dhs.state.nj.us)   (908) 735-4031
 FORMCHECKBOX 
 David Haeffner New Lisbon Developmental Center/Social Services- (David.Haeffner@dhs.nj.gov)  (609) 726-1000
 FORMCHECKBOX 
 Kara Keim Vineland Developmental Center – (Kara.Keim@dhs.nj.gov) (856) 596-6290 
 FORMCHECKBOX 
-Gilbert Stewart-Woodbine Developmental Center (Gilbert.Stewart@dhs.nj.gov) (609) 861-6006
Approval Signature: ______________________________, Liaison            Date: ____________
FAMILY INFORMATION SHEET
DDD Client’s Name: __________________________ DDD ID #_______________DDD Office:___________

Date Sent: _______________  Form Completed by: ________________________

The Court requires the Guardianship Office to notify all interested family of the guardianship action whether or not they will become a court appointed guardian.  

Instructions-List immediate family members below beginning with parents and siblings, spouse and children (if applicable) .  All of the consumer’s immediate family members must be listed (parents, siblings, spouse and children) whether they are living or deceased and including minors.  List other parties if they are involved and interested in guardianship. Provide all addresses, date of birth, phone number and email if applicable. If whereabouts are unknown, give name and last known address.  If deceased provide date deceased.   Indicate the relationship to the consumer. Indicate if the family member listed is also receiving DDD services.

Proposed Guardian - Circlee YES for those family members that want to serve as guardian.  It is advisable to request a co-guardian but no more than three (3).  This will insure that a guardian will always be in place to make decisions.  Indicate NO for those family members who will not be proposed as guardian and they will receive notification of the guardianship action.
Parents:
1)______________________   _______________________   ____    __YES/NO_____           (Father)_____                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
_________________________________________________________________________________________________

2)______________________   _______________________   ____    __YES/NO_____           (Mother)_____                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
_________________________________________________________________________________________________

3)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
_________________________________________________________________________________________________

4)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
5)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
6)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
7)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
8)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
9)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
10)______________________   _______________________   ____    __YES/NO_____           ____________________                          
   Last  Name                             First Name                                M.I       Proposed Guardian     Relationship to consumer

  (Circle One) Living/Deceased-date of death________ /Whereabouts unknown                                          
_____________________________  ________________________________    ____________     (____)__________

 Street Address                                   City/State/Zip                                               County              Phone Number

Date of Birth:  ________________     E-mail Address: ___________________________ 
DDD Consumer? Y/N
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