
New Jersey Division of Developmental Disabilities 
PASRR Resident Review Referral 

 
PLEASE PRINT      DATE:_________________ 
 
NURSING FACILITY:___________________________________________________ 
 
ADDRESS:_____________________________________________________________ 
 
CONTACT PERSON NAME:_____________________________________________ 
 
TELEPHONE NUMBER:_________________ FAX NUMBER:_________________ 
 
CLIENT’S NAME: ______________________________________________________ 
        LAST   FIRST    M.I. 
 
SOCIAL SECURITY NUMBER:___________________________________________ 
 
DATE OF BIRTH:____/____/______  DATE OF ADMISSION:____/____/________ 
 
DEVELOPMENTAL DISABILITY DIAGNOSIS(ES):_________________________ 
 
 _______________________________________________________________________ 
 
MEDICAL DIAGNOSIS:_________________________________________________ 
 
Describe the Significant Change in Status:___________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
Fax PASRR Resident Review Referral Form, current MDS, and medical reports 
and/or plan of treatment, list of medications, and ongoing therapy reports, as 
applicable, to: 
 
Counties Fax Number Phone Number 
Morris, Sussex & Warren 973-927-2689 973-927-2600 
Bergen, Hudson & Passaic 973-977-2120 973-977-4004 
Somerset, Union & Essex 908-412-7900 908-226-7838 
Ocean & Monmouth 732-863-4406 732-863-4546 
Hunterdon, Mercer & Middlesex 609-584-1402 609-588-7108 
Camden & Burlington  856-770-5935 856-770-5499 
Atlantic & Cape May 609-909-0656 609-476-5200 
Cumberland, Salem & Gloucester 856-690-5277 856-696-6747 
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