VETERANS SERVICES OFFICE
REFERRAL FORM Date

842 Front St., Santa Cruz, CA 95060
500 Westridge Dr., Watsonville, CA 95076
Phone 831-454-7276 Fax 831-458-7116

VETERAN/PATIENT INFORMATION

First & Last Name: Social Security Number:

Birth Date: Gender: [__|Male |:|Female
Address:

City: State: ZIP
Email: Phone:

Marital Status: |:| Married |:|Single DDivoroed |:| Widowed

Branch of Military Service: Dates of Service:

Emergency Contact &
Phone:

Relationship to client:

Has the Veteran/Patient been to our Veteran Service Office? D NO [_]YES

Referred From/by:

Follow-up Provider Contact Phone & Fax

REASON FOR REFERRAL:
|:| Homeless Veteran |:| DIC, Service Connected Death |:| VA Pension |:| VA Disability Compensation
DVA Healthcare |:|Review of all Eligible Benefits- Briefing |:|Buria| Benefits DDD214/Records Request
|:| Aid & Attendance |:| Requesting Home Visit and or to Assisted Living Facility/Hospital/Medical Facility

|:| Veterans Court- a specialized court program for Veterans.

Additional information you would like to add or request:

Please attach any and all supporting documents such as DD214, Claim forms,
Medical Records etc...
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