
Intensive Residential Service Application 
Date of Application: _______________ 

SECTION 1: Demographics: 
Individual Name: ______________________________ Date of Birth: ___________ Age: _______ 

Gender: ☐ Male   ☐ Female   ☐ Other: ___________    SSN: __________________ 

Current Address: _______________________________________________________________ 
City: __________________________ State: __________________________ County: ____________ 

Medicaid State ID: ___________________MCO:   ☐ ITC  ☐ Molina  ☐Wellpoint  ☐ Other: ___________ 

Phone Number (if applicable): ___________________________ 
 
SECTION 2: Living Situation & Utilization History:  
Living situation at time of referral: 

☐ Independent Living (no SCL supports)     
☐ Psychiatric Hospital 
☐ HCBS Group Home            
☐ Residential Care Facility (RCF) 

☐ Homeless                   
☐ Intensive Residential Services (IRSH) 
☐ Jail                    
☐ Other: ___________________________

Utilization History (12 Months Prior to Referral):  

Type of Utilization # of Days Hospital/Name(s): Date(s) of Stay or Visit: 

ER visits related to a psychiatric diagnosis    

Psychiatric hospital days    

Correctional Facility or County Jail     

 
SECTION 3: Required Documents:  
Attach all that apply (All documents required to be considered a full referral): 
☐ First Resources Corp. IRSH Application – Completed in full  
☐ Functional Assessment (CASH, SIS-A, or OYA) (within the last 30 days) 
☐ LOCUS Tier 6 (Habilitation) or ID Waiver Tier 6 Authorization (within the last 30 days) 
☐ Diagnostic Assessment (confirming SPMI/co-occurring diagnosis) 
☐ Court Orders or Legal Documentation (if applicable) 
☐ Recent Hospital Discharge Summary/Clinical Notes (if applicable) 

SECTION 4: Legal & Funding Information 
Legal Representatives?☐ No ☐ Yes (please list below): 
Guardian: Name & Contact: _____________________ 
Conservator: Name & Contact: ___________________ 
Medical POA: Name & Contact: _________________ 
Payee: Name & Contact: _______________________ 

Referral Source Information: 
Name & Title: ___________________________ 
Agency: _________________________________ 
Phone Number: _________________________ 
Email: __________________________________ 



 

 
 

Court Ordered to IRSH?  
☐ No ☐ Yes  Type: ☐ Outpatient Court Order (County: _____________) ☐ Alternative Placement 

Pending/Active Legal Charges? 
☐ No ☐ Yes  (Explain): __________________________ 

Funding Type: 
☐ Habilitation: ☐ Waiver  ☐ Other: _________________  

Food Stamps: 
 ☐ Active (Amount: $_______) ☐ Application in Progress ☐ None ☐ Other (Explain): ______________ 
__________________________________________________________________________________________ 

SSI/SSDI: 
☐ Active (Amount: $______) ☐ Application in Progress ☐ No Income ☐ Other (Explain): ______________ 
__________________________________________________________________________________________ 
SECTION 5: Eligibility Screening: 
Each item must be completed. Please check Yes or No and provide explanation where indicated. 

1. 3+ significant impairments in ADLs or IADLs: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

2. The individual needs 24-hour supervised and monitored treatment to maintain or improve functioning and 
avoid relapse that would require a higher level of treatment: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

3. Regression or lack of progress at a less intensive level of care: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

4. The individual is at risk of significant functional deterioration if Intensive Residential Services are not 
received or continued: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

5. 3+ psychiatric hospitalizations in the past 12 months preceding application: ☐ Yes ☐ No – If Yes, please 
explain: 
__________________________________________________________________________________________
______________________________________________________________________________________ 
 
 



 

 
 

6. 30+ medically unnecessary psychiatric hospital days: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

7. 90+ psychiatric hospital days in the past 12 months preceding application: ☐ Yes ☐ No – If Yes, please 
explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

8. 3+ psychiatric ER visits in the past 12 months relating to psychiatric diagnosis: ☐ Yes ☐ No – If Yes, please 
explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

9. The individual is residing in a state resource center and has a Serious & Persistent Mental Illness (SPMI):  
☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

10. The individual is being served out of state due to the unavailability of medically necessary services in Iowa: 
☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

11. The individual has a Serious & Persistent Mental Illness (SPMI) and is scheduled for release from a 
correctional facility or a county jail: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

12. The individual is homeless or precariously housed: ☐ Yes ☐ No – If Yes, please explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

13. Is the client prepared to admit within 28 days of referral? ☐ Yes ☐ No – If No, explain: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

14. The referred individual is aware of and consents to this referral being submitted.☐ Yes ☐ No – If No, 
explain: 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 



 

 
 

Any additional information you feel would be helpful in processing this application: 

__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 

Signature of Referral Source: ___________________________________  Date: ___________ 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

View openings at: www.firstresources.us/intensive-residential-services  
Submit all materials to: irshreferrals@firstresources.us  

http://www.firstresources.us/intensive-residential-services
mailto:irshreferrals@firstresources.us
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