
 
 

Beauty Bus Foundation  
11301 Olympic Blvd. # 303 

Los Angeles, CA 90064 
phone 310.287.1272 | fax 310.287.1271 

 
 

BEAUTY BUS FOUNDATION 

SOCIAL WORKER REFERRAL FORM 

Please return completed referral form to Beauty Bus Foundation  

via one of the following: 

Mail: 11301 Olympic Blvd. #303, Los Angeles, CA 90064 

Fax: 310-287-1271 

Email: beauty@beautybus.org 

 

 

The Beauty Bus Foundation is a non-profit organization dedicated to enhancing the 

quality of life for homebound, terminally and chronically ill patients and their 

primary caregivers by bringing beauty into their lives.  We provide at-home beauty 

and grooming treatments, free of charge, to empower our clients, help them 

maintain dignity and give them respite during a difficult time.  When someone is  

diagnosed, their treatment becomes about quality of care.  We believe that quality of 

life services are an integral part of coping and healing.  

 

Services are performed by trained beauty professionals who are accompanied on 

each home visit by another Beauty Bus volunteer, the Beauty Buddy.  Each service 

lasts approximately one-hour.  Beauty Bus services clients with:  ALS (Lou Gehrig’s 

Disease), Multiple Sclerosis, Parkinson’s Disease, Spinal Cord Injuries, Muscular 

Dystrophy, Cancer and Stroke.  Clients and caregivers are seen at the same visit and 

can determine when to use their four beauty treatments throughout each year, 

subject to volunteer availability. 

 

Today’s Date: _____________ 

 

 

CLIENT INFORMATION 

 

 

_________________    _____________     _______________________ 

First Name      Middle  Last Name 

 

__________________________________________________________ 



Mailing Address 

 

 

_______________________     __________     ___________________ 

City       State                Zip Code 

 

(       )____________________ (       )____________________ 

 Home Number   Work Number 

 

(       )____________________ (       )____________________ 

 Cell Phone/Pager    FAX 

 

Email Address:   ______________________________________ 

 

Date of Birth:       _____________________ 

 

Sex: ___  Male     ___   Female 

 

 

 

REFERRAL INFORMATION 

 

 

 

Referring Agency 

 

_________________    _____________     _______________________ 

First Name      Middle  Last Name 

 

__________________________________________________________ 

Position/Title 

 

__________________________________________________________ 

Mailing Address 

 

_______________________     __________     ___________________ 

City       State                Zip Code 

 

(       )____________________ (       )____________________ 

 Home Number   Work Number 

 

(       )____________________ (       )____________________ 

 Cell Phone/Pager    FAX 

 

Email Address:   ______________________________________ 

 


