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THE MIDNIGHT MISSION RECOVERY & CRISIS AND BRIDGE PROGRAMS 
Hospital/Health Care/Medical Service Provider Referral Form

Facility: 

Address: 

City, State, Zip 

Contact Staff: 

Email: 

Phone: 

Contact Day(s): 

Contact Times: 

Name: 

Gender: Male Female Transgender M Transgender F 

Age: 

State,  Zip: 

DOB: 

Last Address: 

City: 

Email: Phone: 

Emer. Contact: Relationship: 

Address: Phone: 

Referral Date: 

  Transport Date: Arrival Time: 

Any special dietary needs?

Mobility/Ambulatory assistance needs? 
Patient is fully equipped with a mobility assistance device(s) in excellent working order?

Is this a re-entry to either TMM’s Recovery or Crisis and Bridge Program?  Yes [ ]   No [ ] 

Patient Signature: Date: 

Facility Staff Signature: Date: 

Fax: 213-553-2357  ATTN: MATT SCHARF, JEANETTE ROWE

Hospital/Medical Center Information 

Patient Information 

TMM Facility and Contact Information 

Phone: 213-624-9258 ext 1710 

Phone: 213.624.9258 ext 11650

Contact: Matt Scharf, Director of Recovery Services
Email:         mscharf@midnightmission.org       
Contact: Jeanette Rowe, Director of Services and H&W
Email:         jrowe@midnightmission.org 
Address:  601 South San Pedro Street, Los Angeles CA 90014

Referral Time:

Able to perform Activities of Daily Living (ADLs)? 
 (ADLs: Bathing/Grooming/Eating/Transferring/Toileting/Continence)

Exit Date:

Non-Binary

mailto:dhafenberg@midnightmission.org



