CCA – RCFE Request for CCT SERVICES Form 

INSTRUCTIONS:  Complete and fax this form to (916) 440-5741 to confirm a participant has been referred by the CCA/RCFE for further CCT Services
	Referring Agency

Care Coordination Agency/Residential Care Facility Name:________________________________________

Signature of Authorized Person Requesting Service:______________________________      Contact Number:______________________ 

Date Referral Made:______________________________

Agency Name & Person Receiving Service Referral:__________________________________________________

Participant Information

Name: ______________________________________________ 
DOB:______________       CIN#: _______________________________
CCT Service Requested
Please check the type of service below being requested, and supply requested descriptive service information.
     □  Assistive Device(s) (type): _________________         □ Habilitation (topic & number of hours):______________________________              
   □ Home Modification (type): ______________________   □ Home Set-Up (item): ________________________________

     □  Vehicle Modification (type):_________________________________
Miscellaneous Information:_________________________________________________________________________
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