
 

Community Intervention Housing Referral 
Department of Health and Human Services ● Milwaukee County Special Needs Housing Division 

 

Milwaukee County Housing Division ▪ 600 W. Walnut Street, Suite 100 ▪ Milwaukee, WI 53212 ▪ Main 414-278-4894▪ Fax 414-223-1815 

 

Filling out this form in its entirety is required for all referrals. Forms are to be emailed to Emily.Franklin@milwaukeecountywi.gov 

Date: _____________  

Consumer Name: _________________________________________ D.O.B. _________________  Sex:  M � F �   

CIH Admission request date: ____________________  

Does the consumer have case management? Yes �   No �     Case manager referral pending: Yes �   No �  

Case manager’s name: ______________________________________  Agency: ____________________________________ 

Level of Care: CSP � TCM � CCS � Other � ______________________________  

Telephone #: ___________________________________ Case manager’s email: ________________________________________ 

Type of referral:   

BHD � CRC-North �   CRC-South � Crisis Stabilization �    Other �   ________________________________________ 

Name of person making referral: ___________________________________________ Agency: _____________________________ 

Description for referral and exit plan (describe in brief):  

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

 

 

Date of CIS assessment: _______________________    Referral for CIH:   Approved   �    Denied � 

CIH Location: __________________________________________       Provider/telephone#:_______________________________________ 

 

Community Intervention Specialist: ___________________________________________________________ Date: _________________ 

    

TO BE COMPLETED BY THE COMMUNITY INTERVENTION SPECIALIST:  

mailto:Emily.Franklin@milwaukeecountywi.gov

