	SNA-1012A FORFF (4-16)


	ARIZONA DEPARTMENT OF ECONOMIC SECURITY
Workforce Administration
Supplemental Nutrition Assistance Employment and Training (SNA E&T) Program

REFERRAL TO PROVIDER
	

	
	

	DATE REFERRED
	PROVIDER ID NO.
	PROVIDER LOCATION NO.

	     
	     
	     

	SERVICE PROVIDER’S NAME

	     

	PROVIDER’S ADDRESS (No., Street, City, State, Zip)

	     

	PROVIDER CONTACT PERSON’S NAME (First, M.I., Last)

	     

	APPOINTMENT DATE AND TIME
	AREA CODE AND PHONE NO.

	     
	 FORMCHECKBOX 
 A.M.     FORMCHECKBOX 
 P.M.
	     

	SERVICE(S) REQUESTED

     

	THE SNA E&T PROGRAM INTRODUCES

	PARTICIPANT’S NAME (Last, First, M.I.)

	     

	PARTICIPANT’S JAS I.D. NO.
	PARTICIPANT’S AZTECS NO.
	PARTICIPANT’S AREA CODE AND PHONE NO.

	     
	     
	     

	PARTICIPANT’S ADDRESS (No., Street, City, State, Zip)

	     

	PARTICIPANT’S SIGNATURE

	

	SNA E&T RETURN ADDRESS: 
	AZ DEPARTMENT OF ECONOMIC SECURITY

SNA E&T PROGRAM
PO BOX 6123 SITE CODE 988C-1
PHOENIX, ARIZONA 85005-6123
	

	SNA E&T SPECIALIST’S NAME (First, M.I., Last)
	AREA CODE AND PHONE NO.

	     
	     

	SERVICE(S) PROVIDED (For Use By The Receiving Agency)

	LIST SERVICE(S) PROVIDED

     

	ACTUAL START DATE
	ACTUAL END DATE

	     
	     

	OUTCOME

 FORMCHECKBOX 
 Client kept appointment
 FORMCHECKBOX 
 No show
 FORMCHECKBOX 
 Client refused services

 FORMCHECKBOX 
 Services pending
 FORMCHECKBOX 
 Services began
 FORMCHECKBOX 
 Services completed
 FORMCHECKBOX 
 Services denied

	COMMENTS

     

	SERVICE PROVIDER AUTHORIZED REPRESENTATIVE’S SIGNATURE
	DATE

	
	     

	SERVICE PROVIDER AUTHORIZED REPRESENTATIVE’S NAME (Please print)
	TITLE

	     
	     


SNA-1012A FORFF (4-16) REVERSE

Completion Instructions for SNA-1012AFORFF
REFERRAL TO PROVIDER

A.
PURPOSE - To refer SNA E&T Program participants to services or activities, advise provider of services needed and to verify that participant kept the appointment and the outcome of the services provided.

B.
COMPLETION - SNA E&T will complete all information except PARTICIPANT’S SIGNATURE and the section on SERVICE(S) PROVIDED. All items are self-explanatory.


The service provider will complete the SERVICE(S) PROVIDED section including START DATE, END DATE, OUTCOME, SERVICE PROVIDER AUTHORIZED REPRESENTATIVE’S SIGNATURE AND DATE, PRINT NAME AND TITLE. CHECK ONLY THE BOX(S) THAT APPLY TO THE PARTICIPANT.
C.
ROUTING - A copy is retained in the case record. A copy is given to participant. Original and a copy go with participant to provider. Provider completes the SERVICE(S) PROVIDED section, retains original and returns a copy to SNA E&T Specialist.

NOTE TO SERVICE PROVIDERS: Please complete the SERVICE(S) PROVIDED (For Use By The Receiving Agency) section of this form. Return a copy to the SNA E&T return address as shown or fax form to fax number listed. IT IS VERY IMPORTANT that you retain the original for your files. It is verification of service(s) provided and a requirement of the SNA E&T Program monitoring process.

D. RETENTION - To be retained in the participant’s case record until the record is destroyed.

Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation.
The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. Auxiliary aids and services are available upon request to individuals with disabilities.  For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact your local office manager; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request.
• Disponible en español en línea o en la oficina local.
