
 

SUPPORT CONNECTIONS 

 
 

Peer Support Specialist Referral Form 

Information 

Name:  
 
Date:  

Address:  
 
Date of birth:  

E-Mail Address:  
 
Phone No:  

Med Insurance:   
 
Emergency Contact:  

Referred by 

Name:  

Organization:  

Phone No:  

E-mail Address:  

 
Reason for referral:        
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Services needed: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

 

Date Received:  
 

Date Contacted:  
 

 

Kimberly Lopez 
503-546-6377 

klopez@nwfs.org 

Maeve Connor 
503-344-5050 

maeve@namicc.org 

Provided by a generous grant from Health Share of Oregon 

Please fax referral to 503-546-9397 


