








Today’s Date:      
       
Appointment Date:      

Client Full Name or DASA Approval #:      
(Last name, First name, MI)

Client’s Provider One Number      
Client Telephone Number:      
Client Gender:  

 FORMCHECKBOX 
 Male 

 FORMCHECKBOX 
 Female



Appointment Address:      

City:      
Zip Code:      
Facility Name:      
Doctor’s Name:      
Telephone #:      
Medical Reason for Appointment:      
Specific Medical Reason Required



Will this Appointment be billed directly to Medicaid (MAA)?       FORMCHECKBOX 
YES       FORMCHECKBOX 
NO 

Language Requesting:      
For Sign Language Please Fill Below


Client Communication Preference for Sign Language Interpreting:

 
 FORMCHECKBOX 
 American Sign Language 
 FORMCHECKBOX 
 Pidgin Signed English

 
 FORMCHECKBOX 
 Signed Exact English       
 FORMCHECKBOX 
 Minimal Language Skills (QDI/CDI)

 
 FORMCHECKBOX 
 Oral
 FORMCHECKBOX 
  Other (specify):     
 
DEAF BLIND    FORMCHECKBOX 
 Tactile  OR    FORMCHECKBOX 
 Close Up
Scheduled Start Time:      
AM/PM    Scheduled End Time:      
AM/PM

Service Type Requested:

 FORMCHECKBOX 
 Social Services
 FORMCHECKBOX 
 Medical

Special Interpreter Instructions:      
​​



Requester’s Name:       
(Last name, First name, MI)

Requester’s Title:      




 Telephone Number:       

Requester’s Fax Number:      
Fax machine must be available 24 hours for Confirmations







Client


 Information





Appointment


 Information





Section 1.





Section 2.





Section 3.





Section 4.





Hopelink – King County Interpreter Services	


PHONE: (425) 378-7977	  FAX: (425) 644-9447


(Fax must be received 2 business days in advance before 4:00PM)


USE THIS FORM FOR 1 TIME REQUESTS ONLY


















Interpreter Service Scheduled: 
    YES   NO    Control Number: 


 Initials: 

 

Explanation: 





Date Faxed Back: 
 Interpreter Name: 







