
 

Referral Form 

Date of Referral/Screening   _______________________	  

Referring Agency/Person_____________________________ Phone_________________ 

Consumer Name  _________________________________________________________	 

Address  ________________________________________________________________ 

Phone___________________________________________________________________ 

Insurance ID #  ________________________________ Date of Birth  _______________ 

Other Insurance #  _________________________  Assessment Needed?_____________ 

Race_____  Sex____  Marital Status _____  DSS Custody?  _____  Medication? ______   

Parent or Legal Guardian  __________________________________________________ 

Relationship to Consumer___________________________________________________ 

Address  ________________________________________________________________ 

Phone #______________________________  Work #  ___________________________ 

Type of service requested: □ Enhanced Service ________________________________ 

□ Outpatient Therapy   □ Other ______________________________________________ 

Reason for Request: ______________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

Disposition: ☐ Referral to other services	 ☐ Proceed with Admissions/Intake process 

****Note: Upon request for services, you must be able to provide a copy of your current 
insurance information and photo identification. 

	 	    Referral Form



 

_____________________________________________________________   ________________ 
Signature/Title of person completing the Referral form     	 	 	  Date	

	 	    Referral Form


