
1 E. Chase Street St R3J-A 
Baltimore MD 21202
Phone: 443-784-7520 
Website: Biggibbyshaven.org        
Email: Biggibbyhaven@outlook.com

Client Name: _______________________   DOB: ________________    MA#___________________

Address: ___________________________________________________________________________

City: ________________________    State: _______________    Zip: _______  Phone: _____________

Parent/ Guardian Name: _________________________________Phone: _______________________     
Is Client Awarded the state: _____  DSS Worker : __________________  Phone: _________________

Highest  Level Education: ___________   Special Ed: _____________       Suspension: ______________

How Often: ___________
How Often: ___________
How Often: ___________
How Often: ___________

Has the client been referred: ____________    If yes, Where: __________________________________ 
Communication Issues: __________________ How Often: __________ 
Interpersonal Relationship Challenges: __________________
Boundaries & Social Norms Issues: _______________________ 
Problem-Solving & Decision-Making Issues:________________ 
Emotional Regulation: _________________________________ 
Social Anxiety & Avoidance: _____________________________ How Often: ___________       

PRP Referral

Presenting Problem:___________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________

Diagnosis Code: _______________    Therapist : _____________________ Licensure: ____________ 
Supervisor: ____________________  Phone: _________________  Email: _______________________ 
Name of Agency: ____________________________  Fax: _________________________

BGH Office Only: 

Date Referral Received: _________________      Assigned to : _____________ 

Date of Face to Face  Eligibility: ____________  Date of Intake: ____________  

Therapist Signature : ______________________  Date : _________________

License Practitioner: __________________________                 Date: ______________

"Mental Health Matters, Let's Shatter the Silence"
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