										                   
Integrated Therapy Solutions of Oklahoma, LLC
6803 S Western Ave. #404
Oklahoma City, Oklahoma 73139
Phone: (405) 208-4469   Fax: (405) 208-4472
REFERRAL FORM
Types of Services Requested:     |_|  Home Based  (based on location and availability)
|_| Office Based:  |_| Moore  |_| Edmond |_| Bethany  |_| Tulsa |_| Chandler  |_| Telehealth
|_| Individual Therapy  |_|Family Therapy  |_|Case Management  |_|Group Therapy(If available)  |_|BHRS (if eligible)
|_|Private Insurance/Type: _____________________ Group#:_______________________  ID#______________________
|_|Dual Insurance  |_| Yes    |_|No       |_|SoonerCare/Medicaid ID#: _____________________________    
|_|Cash Pay $___________   |_|Intern $________________      
Date: _________________
Client’s Legal Name: 		________	        ____ Preferred Name/Pronouns (if applicable): __________________
Parent(s)/Guardian(s): 			_		______
Legal Gender: |_|Male |_|Female  Birth Date:      _______   _          __ Age: ______ Race/Ethnicity: ____________________
Address: 			                     __            __________________________________ Zip: _____________
Finding Directions: ______________________________________ County of Residence:_____________________
Phone #1: _________________ Phone 2: 		_	  E-mail Address:_______________________________
Is the client aware that they are being referred for services:  |_|  Yes    |_| No
Does the client have any urgent needs?  If Yes, please explain:
____________________________________________________________________________________________
Summary of Presenting Problem(s)/History:
____________________________________________________________________________________________Required Screeners by ODMHSAS:
History of Trauma?  |_|  Yes    |_| No If yes- please explain: ________________________________________
During the past year (12 months) have you:
Experienced a traumatic event, natural disaster, accident/injury or loss of a family member or loved one |_| Yes  |_|No
Upsetting thoughts or memories about the event?  |_| Yes    |_|No
Acting or feeling as though the event were happening again? |_| Yes    |_|No	
Self-Harm Brief Assessment:
Have you ever done any of the following with the purpose of intentionally hurting yourself? 
    Scratched or pinched with fingernails or other objects to cause bleeding or marks on the skin? |_| Yes    |_|No
    Cut wrists, arms, legs, torso or other areas of the body? |_| Yes    |_|No
    Ingested a dangerous substance? |_| Yes    |_|No
    Attempted or successfully broken own bones? |_| Yes    |_|No
    Banged or punched objects or self to cause bruising or bleeding? |_| Yes    |_|No	           
Present thoughts of suicide? |_|  Yes    |_| No  If yes- please explain: __________________________________
Have you ever wished you were dead or wished you could go to sleep and not wake up? |_|  Yes    |_| No
[bookmark: _Hlk15304311]Have you ever had any thoughts of killing yourself?  |_|  Yes    |_| No  
Thoughts of harming others?   YES      NO    If yes- please explain: __________________________________
Substance Use/Abuse/Addiction Issues?   YES    NO    If yes- please explain: __________________________________


Does the client/family have a preference regarding providers?
________________________________________________________________________________________
What is the client availability for services?  |_|  Daytime    |_|  Evenings    |_| Weekends  |_| Other _____________
										                   
Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5th St.  Suite D
Moore, Oklahoma 73160
Phone: (405) 208-4469   Fax: (405) 208-4472
_____________________________________________________________________________________________
For Office Use Only:
Intake Assessment: ________________________   Primary Therapist: _______________________
Title 19/Eligibility Verified:         /           /        	By: _______   CDC 21 Entered: _________________ TheraNest Entered: __________________________	      
ReferralForm 09.26.2023                       
Referral Source Info: (Name, Phone #, Email address) ____________________________________________________
										                   
Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5th St.  Suite D
Moore, Oklahoma 73160
Phone: (405) 208-4469   Fax: (405) 208-4472
____________________________________________________________________________________________
For Office Use Only:
Intake Assessment: ________________________   Primary Therapist: _______________________
Title 19/Eligibility Verified:         /           /        	By: _______   CDC 21 Entered: _________________ TheraNest Entered: __________________________	      
ReferralForm 02.07.2022                       

Name of Person completing Referral: _________________________________________
For Office Use Only:
Intake Assessment: ________________________   Primary Therapist: _______________________
Title 19/Eligibility Verified:         /           /        	By: _______   CDC 21 Entered: _________________	      
ReferralForm011.18                       
