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Referral Form

Date of Referral: _______________

Consumer Information

Client Name: ____________________________________ Date of Birth: ____________ Gender: ________

Age:_____________Social Security #:___________________________ MR#: _______________________

Address: _________________________________ Telephone #:______________________

_________________________________________ County: __________________________

Current School: ___________________________ Grade level: _______________________

Medicaid#: ___________________ DSS Case Manager: ________________________

Family/Emergency Contact Information
Mother’s Name: ____________________ Home Phone: ___________ Work Phone: ___________

Address: ________________________________________________________________________

Father’s Name: _____________________ Home Phone: ___________ Work Phone: ___________

Address: _________________________________________________________________________

Referral information
Reason for Referral/ Current Behaviors:



Treating Physician/Psychiatrist Name: _________________________ Telephone #: ______________________


Medication(s) Dosage Frequency Administered By
Have you ever been hospitalized? NO YES (If yes, when, where, and why)


Have you ever received Mental Health Treatment or Developmental Disability Treatment? NO YES
(If yes list agency(s), service(s) received, and when)



Medical, Psychiatric, and/or Substance Abuse Diagnosis:______________________________________________

[bookmark: _GoBack]Court Involvement: YES  NO     (Provide Assigned Court Counselor Information, if applicable)

Name_______________________________________ Phone Number__________________

Disposition/Recommended Services:_______________________________________

Please attach the following information (if available): PCP/ ISP, Psychological Evaluation, Psychiatric Evaluation, Screening Triage Referral, IEP, Diagnostic Assessment

Referral completed by: _______________________________________Top of Form
Bottom of Form

Follow-up date:_________ Responding Staff:_________________________ Intake Scheduled for:___________
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