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Quick Referral Form
Email completed form to the following: info@phoenixstarbehavioralhealth.com
This document is intended for confidential referral screening and admissions review only.
	Referral Date
	 
	Admit Date Requested
	 

	Resident Name
	 

	DOB
	 
	Age
	 

	AHCCCS ID
	 
	Primary Insurance Info
	 

	Referral Source
	☐ Hospital ☐ Provider ☐ Case Manager 
☐ Health Plan ☐ Family ☐ Self 
☐ Other: __________

	Referring Contact
	Name: ____________________                              Phone: ____________________

	Emergency Contact
	Name: ____________________ 
Relationship: ____________________ 
Phone: ____________________


	Primary Diagnosis
	 

	MH / SUD
	SMI ☐ Yes ☐ No    
SUD ☐ Yes ☐ No    
Co-Occurring ☐ Yes ☐ No

	Current Symptoms
	☐ Depression ☐ Anxiety ☐ Psychosis ☐ Aggression ☐ SI 
☐ Self-Harm Hx ☐ Other: __________

	Substance Use
	Primary: __________   Last Use: __________   Recovery: ☐ Yes ☐ No

	Medical
	Allergies: ____________________   Special Diet: ☐ Yes ☐ No   
TB Test: ☐ Yes ☐ No

	Requires Assistance 
	☐ Bathing ☐ Dressing ☐ Toileting ☐ Medications ☐ Transportation 
☐ Independent ADLs

	Safety / Risk
	☐ Suicide Attempt ☐ Aggression ☐ Elopement ☐ Fire Setting
☐ Criminal Charges ☐ None

	Notes
	 


	Records Attached
	☐ Med List ☐ Psych Eval ☐ Tx Plan ☐ TB Documentation 
☐ Other: __________

	Transportation Services Required
	☐ Yes ☐ No

	Roommate Restriction
	☐ Yes ☐ No    If yes, specify: ____________________

	Decision
	☐ Accepted ☐ Pending Info ☐ Waitlist ☐ Declined

	Reviewed By
	____________________

	Date
	____________________

	Comments
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