
METRO PSYCHOLOGY SUPPORT SERVICES

ADULT REHABILITATIVE MENTAL HEALTH SERVICES
2550 UNIVERSITY AVE. W  #163 S.

ST PAUL MN 55114

OFFICE:  651.645.7971   FAX:  651.645.7972

REFERRAL FOR SERVICE

NAME_______________________________________________________________________
           MALE/FEMALE

ADDRESS______________________________________________ CITY/ZIP CODE___________________________
SOCIAL SECURITY_____________________________________     DOB____________________________________
HOME PHONE_______________________________ 
     CELL PHONE______________________________________
MA#_____________________ MEDICARE#_______________________ PMAP#______________________________
INITIAL DIAGNOSIS_______________________________________________________________________________
LEGAL GUARDIAN (NAME): ____________________________________ PHONE: ___________________________

*HAS THE CLIENT HAD A DIAGNOSTIC ASSESSMENT WITHIN THE PAST 12 MONTHS? YES____ NO____
(IF YES, PLEASE FAX THE DIAGNOSTIC ASSESSMENT TO 651-645-7972 WITH THE REFERRAL FORM)

                                                          PLEASE INDICATE AREAS THAT APPLY TO CLIENT
	FINANCIAL ASSISTANCE
	YES    NO
	

	EMPLOYMENT ASSISTANCE
	YES    NO
	

	EDUCATIONAL FUNCTIONING
	YES    NO
	

	SOCIAL FUNCTIONING


	YES    NO
	

	MEDICATION MONITORING/ED.


	YES    NO
	

	MEDICAL/DENTAL ASSISTANCE
	YES    NO
	

	MENTAL HEALTH NEEDS
	YES    NO
	

	SOBRIETY SKILLS
	YES    NO
	

	SELF-CARE
	YES    NO
	

	HOUSING
	YES    NO
	

	TRANSPORTATION SKILLS/ SERVICES
	YES    NO
	

	COMMUNITY RESOURCES 
	YES    NO
	

	ARE THERE ANY SAFETY CONCERNS WE SHOULD BE AWARE OF BEFORE SENDING A MENTAL HEALTH PROVIDER TO THE CLIENT’S HOME? IF YES, PLEASE EXPLAIN
	YES    NO
	


REFERRED BY___________________________________________________
 DATE__________________________
AGENCY________________________________________________________
 PHONE_________________________

