[bookmark: _Hlk50632920][bookmark: _Hlk50632921]1722 S. Glenstone, Suite W, Room 106
Springfield, MO 65804

	Phone: (417) 350-1254
	Fax: (417) 350-1247
	balancingmindsllc.com
[image: ]

Mental Health Services Referral Form
Thank you for your referral. Our agency will contact you to confirm that the referral has been received. Please discuss the nature and intent of this referral with your client. We will contact the client to schedule an appointment.
Referral Date: _______________  Referral Contact Phone:______________________  Referral Fax:__________________
Referral Source (Name & Agency) ______________________________________________________________________
Referral Address: ____________________________________________________________________________________
Client Name:_______________________________________ Date of Birth:___________________ Gender:___________
Ethnicity:__________________________ SS#___________________________  Medicaid #________________________
Residing with (name & relationship):____________________________________________________________________
Address:___________________________________________________________________________________________
Contact Phone:_______________________________ Contact Alternate Phone:_________________________________
Other Important Contact Information (e.g., family):________________________________________________________
Other Important Phone Numbers:______________________________________________________________________
Presenting Concerns/Comments (attach additional sheets as necessary):
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Diagnosis (if known):_________________________________________________________________________________
Referral Services Requested (check all that apply)
|_| Individual Therapy	|_| Family Therapy	
Type of Insurance

|_| Self-Pay
|_| Medicare (A or B)
|_| Straight Medicaid
|_| Home State Health Medicaid
|_| Anthem/BCBS
|_| Cigna
|_| United Healthcare
|_| TriWest
|_| Magellan EAP
|_| Optum EAP
|_| BHS EAP
|_| ComPsych EAP
|_| Cigna EAP
|_| Carebridge EAP
|_| Workplace Options EAP


Policy #:__________________________________  Group #:________________________ Phone #:___________________________
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