Maryland RecoveryNet Service Recipient Enrollment Form (4/2015)
Date:    	 
Care Coordinator Name/Agency:   	 
Re: Maryland RecoveryNet Eligible Participant
I have a Maryland RecoveryNet eligible participant 
First Name________________________________________
Last Name_________________________________________
D.O.B_____________________________________________
Social Security #_____________________________________
They are requesting the following services:
[   ]  Care Coordination           [   ]  Monthly transportation card
[   ]  Vital Docs                [   ] Birth certificate          [   ]MD ID
[   ]  Halfway Housing      [   ] Recovery Housing   [   ]  Employment services
[   ]  Peer Support services   [   ]  GAP Transitional $____   [   ]  GAP Clothing $____
[   ]  GAP Support services  $_____  [   ]  GAP Medical $_____
[   ] Verification is on file that the client is 200% below poverty
Does the applicant have insurance?  [  ] No   [   ] Yes: MA#__________________________________
Is a W-9 required for any of the requested services? ________________________________
Is the applicant enrolled in SCC? If yes, where________________________________________
The applicant was referred from (identify agency)_______________________________________
The applicant attends outpatient treatment or recovery services at _______________________
What is the applicants plan for housing after 30 days?__________________________________
Where does the application currently reside? ______________________________________
[bookmark: _GoBack]Applicant’s legal/criminal history ___________________________________________________
