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____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
REFERRAL FORM
Date of Referral:  ______________________
	Client Name:
	

	Address:
	

	City, State, Zip:
	

	Date of Birth:
	

	Phone# & Email: 
	

	Guardian Contact 
(If applicable)
	

	Type of Insurance & Policy #
	

	Medicare/Medicaid or Both
	

	Private Pay*
	

	Referral Source 
(Name, Phone, Email): 
	

	Is client experiencing crisis at   intake?
	

	Please Describe the crisis
	

	Please explain Type of crisis
	

	When did you begin experiencing the crisis? 
	

	REASON FOR REFERRAL:  

	Please check the type of Service Requested *

	
	Outpatient Therapy
	
	Multidisciplinary Evaluations

	
	Peer Support-Individual
	
	Peer Support-Group

	
	Case Management
	
	Individual Support

	
	Home-Based Therapy 
	
	Other: Please be specific:
_______________________________

	
	Traumatic Brain Injury-In home intensive
	
	Traumatic Brain Injury-Life Skills

	
	Comprehensive Clinical Assessment
	
	Mental Health & Wellness Services-SC-RBHS

	
	Substance Use & Addiction Recovery Services-SC-RBHS
	
	Services for Youth and Families-SC-RBHS

	
	DWI Services 
	
	Forensic Evaluations





	Corporate Office
	Please visit our other locations:

	Durham
	South Carolina

	2525 Meridian Parkway
Suite 50
Durham, NC 27713
	1109 Broad Street, Suite 2G
Camden, SC 29020





	Email referrals to: referrals@greateroutreachsvcs.com
or fax to: (866) 770-5166
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