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Referral Form

Date of Referral: _________________	 	

Referral Source: _______________________________	Relationship to Client: ______________________	

Tel #: _________________________		Fax #: _________________________	

(Providers: please include Release of Information)

Client First Name: ______________________     Middle Initial: _____ 	Last Name: ____________________        		
DOB: ________________	SS #: _______-_____-_______   	Tel #:_______________________   

Physical Address: ___________________________________________________________________________

Mailing Address: ___________________________________________________________________________        

Parent/Guardian Name: __________________________________   Tel #: _________________________   

Primary Insurance: _________________________	ID: _________________________

Secondary Insurance: _________________________    ID: _________________________

Services Requested:  	
[bookmark: Check66][bookmark: Check67]|_| Comprehensive Assessment	|_| OPT Child		|_| OPT Adult
[bookmark: Check65]|_| Vineland Assessment 		|_| DBT (13-17)	|_| DBT Adult
|_| SCHOOL BASED – OPT		|_| HCT		|_| Section 28	
|_| Adult Case Management		|_| Children’s Case Management
|_| Other: ________________________	

Current ICD-10 Diagnosis (F-Code): ____________

Presenting issues / reason seeking services (for OPT referrals only): _______________________________
______________________________________________________________________________________

PLEASE FAX FORM TO: 207-645-2983 or mail to WMBH 284 Main St Suite 150 Wilton, ME 04294
OFFICE USE ONLY										Client ID: ____________ 
[bookmark: _GoBack][bookmark: Check68][bookmark: Check69]MIHMS Eligibility Confirmed:  |_| Yes 	|_|  No
KEPRO Date Submitted: ________________          Auth # ______________________          Auth Dates: _____________________   
Outreach Attempts (Date/Time):________________________________________________________________________________
__________________________________________________________________________________________________________
Appointment Scheduled (Date/Time):____________________________________________________________________________
__________________________________________________________________________________________________________
Follow up with Referral Source Date:___________________
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