) Lakota Division of Behavioral Health

Client Referral Form

OL-DBH will honor all signed release of information forms (ROI), which must be submitted in tandem with this Referral Form if consultation
regarding the client is anticipated.

Referral Source Information
Name Institution

IAddress City State Zip
Phone Fax
Date

Client Information

Last Name First Name Middle
IAddress City State Zip
Date of birth (mm/dd/yyyy) Gender

| Male __ Female ___ Transgender ___ Other
Phone IAlt Phone
Email Best time to reach client

Referral Information

Reason for referral

Substance use history (List substances used)

Relevant medical history (psychiatric diagnosis & chronic conditions)

Services recommended for client

Please upload or drop off this form to:
Alcohol & Drug Assessment ___DUI/DWI Education
) Upload via: oglalahealth.org
Early Intervention __Outpatient Treatment Drop off: 131 Brooks St. Whiteclay
Aftercare/Relapse Prevention ___Inpatient Treatment (0ld Lakota Hope Campus)
Other For more information:

Parenting P
| Parenting Programs Call: (308) 862-4100

Medication for Substance Use Disorder

Referral Source Signature: Date:




