
Revised 12062021
LANCASTER COUNTY DRUG AND ALCOHOL COMMISSION 

Request for Funding 
 Buprenorphine Medication 

Page 1 of 2      Name of Client:  _______________________ DOB: __________________  

Individual’s Name:  _________________________________________________________________________  
    Last                                        First      MI             Maiden/Birth 

SSN: ________-_______-__________          Birth Date: ______/_______/__________ 

Address: __________________________________________________________________________________ 
  Street                                                        City          State                  Zip               County 

Telephone: ______________________ 

Length of County 
Residency: 
☐ Years
☐ Months

Sex: 
☐ Male
☐ Female
☐ Transgender

Ethnicity: 
☐ Puerto Rican
☐ Mexican
☐ Cuban
☐ Other Hispanic
☐ Non-Hispanic

Race: 
☐ Alaskan
☐ American Indian
☐ Asian
☐ Black
☐ White

Pregnant: 
☐ Yes
☐ No

Number of Dependent 
Children: 
______ 

Veteran: 
☐ Yes
☐ No

Co-Occurring 
Diagnosis: 
☐ Yes
☐ No

Legal Status: 
☐ None
☐ Drug Court
☐ Probation/Parole
☐ Waiting for Court
☐ Prison
☐ Other

Employment Status: 
☐ Unemployed
☐ Part-time
☐ Full-time
☐ Retired
☐ Disabled
☐ Other

MA Status: 
☐ Active
☐ Pending
☐ Terminated
☐ Ineligible

Other Coverage: 
☐ Medicare
☐ Private Insurance
☐ Other

Insurance Info (If Applicable): 

Company: ____________________      Phone: ____________________ 

Policy Holder: _________________       Policy#: ___________________ 



Revised 12062021
LANCASTER COUNTY DRUG AND ALCOHOL COMMISSION 

Request for Funding 
 Buprenorphine Medication 

Page 2 of 2      Name of Client:  _______________________ DOB: __________________  

SUD Treatment Provider Name: ________________________ Date of First Appointment: ___/____/____ 

Prescriber’s Name: __________________________________ Date of First Appointment: ___/____/____ 

Referring CRS/Case Manager Name: ______________________________ Referral Date: ___/____/____ 

ADDITIONAL COMMENTS: 
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