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If you are unsure of whether or not to make a referral, please reach out to our team at mlpinfo@legalaidnc.org or (919) 246-4969

Medical-Legal Partnership (MLP) Program, Legal Aid of North Carolina
FAX: 919-714-6756 (no cover sheet needed)

If you have any questions about this referral, please feel free to contact:

Erin Bennett, MPH, Esq.; Nekisha Williams; Romany Hardie

mipinfo@legalaidnc.org; (919) 246-4969

INFORMATION ABOUT REFERRING HEALTH CARE PROFESSIONAL

FROM: We need the following information to confirm that we received this referral. If we cannot contact the referred
patient/caregiver, we may contact you to request additional information.

Role/Specialty/Medical Practice Area:

TO:

Name:

Direct Phone #: Email:

1. Reason(s) for Referral: Potential Legal Needs That May Be Addressed by MLP
NOTE: Legal Aid of NC DOES NOT HANDLE criminal cases, traffic tickets, child support or personal injury.
= Legal Aid of NC MAY be able to assist with Medicaid and Food Stamps/SNAP applications through our NC Navigator Consortium.
" For additional guidance on what issues Legal Aid can assist with, please reach out to our team at mlpinfo@Iegalaidnc.org or
(919) 246-4969.
Food Insecurity, Income Security, Access to Health Insurance = Housing Security/Safety of Housing Conditions
See the first bullet point above about public benefits. We DO NOT assist with finding housing, rent, or utility assistance.

|:| Food Stamps/Nutrition Assistance |:| Eviction
[ ] Medicaid [] Loss of housing subsidy for public housing
[] Help with enrollment in ACA Marketplace insurance, [ ] Mortgage foreclosure

|:| Repairs/unsafe conditions in rental housing
|:| Housing discrimination
Personal/ Family Safety and Individual Rights For Education Access and Services and SSI support
[ ] Domestic Violence Protective Order COMPLETE Duke Children’s Law Clinic Form
Other
|:| Expunction
** Federally certified marketplace navigators can help with applications for ACA Marketplace insurance, Medicaid, or SNAP.
2. Deadlines/Emergencies
Is there a hearing or appeal deadline within the next 10 days? |:| No |:| Not sure |:| Yes. When?

Medicaid, or Food Stamps/SNAP**

Has the patient/caregiver received court papers about this issue? | [_] No [ ]| Not sure [ ] Yes. When?
Is there another legal emergency? [ ] No [_] Notsure[_] Yes. Please describe below in 3.

3. DESCRIPTION OF THE ISSUE(S). Please provide other information to help us understand the patient’s/caregiver’s potential
legal problem(s), including any concerns about how the problem(s) might affect the patient’s/caregiver’s health and well-being. Please
include with this referral form any relevant documents if the patient/caregiver has them, such as a termination notice, denial letter,

or court document.
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4.

Information about the Patient/Caregiver

7

+» Please complete and review ALL information below with the patient/caregiver before sending this referral.

A. Patient Name: Date of birth:
Information

B. If the patient Name of parent/caregiver: Parent’s/caregiver’s date of birth:
is under 18

C. Address County of residence:

Home and/or mailing address:

* Can we send mail to this address? [_| Yes [_] No *Please ask. For some, this is a matter of safety.

D. Contact Info *Please provide as many as possible to ensure *Legal Aid will only use email to communicate about
reaching the applicant. this referral.
Phone #1: Permission to email? [_| Yes ] No
Phone #2:
*Please ask, for some, this is a matter of safety. Email:
Can we leave messages at each of these #s?
|:| Yes |:| No
*Please ask to When is the best time and day to call?
help us reach the | Permission to send a text message to schedule an interview and other related communication?
applicant. (Note: Phone carrier charges may apply.) [ Jves [ INo

E. Preferred
Language |:| English |:| Spanish |:| Other:

Information About Others Involved in the Potential Legal Problem
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<+ Before we can offer legal assistance to the patient/caregiver, we must determine that we have no conflicts of interest with
any potential adverse party. We will not contact the adverse party without the patient’s/caregiver’s permission.

If problem is related | Name of landlord, property manager, owner, housing authority, or mortgage company:
to housing

Phone #:

If problem is related | Name, phone number, address, and date of birth for the person(s) involved:
to family safety or

violence
If potential problem |:| County Department of Social Services |:| Social Security Administration
is with an agency [ ] North Carolina Division of Employment Security [_| FEMA

[] u.s. Citizenship and Immigration Services [] Other agency:

Consent for Referral and Follow-up

Option 1. Written Consent

| give permission to Duke Children’s Hospital to refer me to Legal Aid of North Carolina. | give permission to
Legal Aid of NC to talk with Duke Children’s Hospital about my/my family’s potential legal problem(s) to help
(Initials) | them determine if they can help me or my family members to resolve these problems.

Signature of Patient or Parent/Caregiver: Today’s date:

Signature of Referring Health Professional: Today’s date:

Option 2. Verbal Consent — If Written Consent is Not Possible

|:| | have read the consent language written above (in Option 1) to the patient and/or the patient’s parent/caregiver and obtained

verbal permission from: to make this MLP referral on
[Name of patient or parent/caregiver] [Date]

Signature of Referring Health Professional: Today’s date:
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