
 
Date of Referral:                                                   
 
Referral Agency (including Individual name): ________________________________     
Referral Agency Contact Telephone #:____________________________      
 
Consumer’s Full Name: ___________________________________________________   
DOB: _______________  
Current Address: _____  _______ _________ City: __   ___________ State: ___________  
Zip Code: _____________ Email: _________________________________________________________ 
Contact Telephone #:____________________________    
Consumer’s SS#/Medicaid number: ___   _____________________  
Race:  _____________________   Hispanic (Y/N):         
Gender:         Marital Status:    
 Consumer’s Insurance Name: ____________________________        
Consumer’s Subscriber ID/Policy # : _______________________     _______  
 
Guardian/Caregiver Name (If applicable): ___________________________________ _______  
Relationship: _____________  ______ Phone #: Home: __________ ___________  
Work: _____________________ Cell: _____________________  
Authorization to contact to schedule appointments?     Yes          No            
 
Consumer’s Insurance Name: ____________________________        
Consumer’s Subscriber ID/Policy # : _______________________     _______  
 
Reason for Referral: 
Diagnosis/History of Mental Health Disorder? Please specify 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Diagnosis/History of Substance Use Disorder? Please specify 
__________________________________________________________________________________________________
________________________________________________________________________  
 
Diagnosis/History of Acquired or Traumatic Brain Injury? Please specify 
____________________________________________________________________________________________ 
            
 
Prescribed Medications Dosage Frequency Reason for Medication Allergies/Special Needs: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Internal use only: 

Date of contact:                                                                              Date of appointment: 

 


