
After hours contact (if different than above):

Name:

Agency (county, tribe or health plan) 

Fax: Email:

Address: Office Phone:

Referring Case Manager or Provider 

Emergency Contact Name: Phone:

Name: Date of Birth:

Gender: Address: 

Email: Phone:

Relationship:

Referral Details 

Services Requested:

Reason for Referral:

Referral Form

8053 E Bloomington Fwy #300 Bloomington, MN 55420

Phone/Fax: (651) 727-7377 

Email: care@infinitelifeworks.com 

Person Referred 

Send your completed referral form and support plan if available. 

Email care@infinitelifeworks.com or fax (651) 727-7377

Waiver or Program: CADI     BI     CAC     DD     Elderly Waiver     Other

Family member who will provide care:

Family member’s relationship to client:

By signing here you confirm you 

have the person’s signed consent 

to share this information: Date:


