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Referral Form


Date:____________________
				

Level of Need: ☐  Emergent (Life Threatening)   ☐ Urgent ☐   Routine  ☐ Court Ordered
Referral Source Information (If not parent/client making referral)

Person Making Referral: _______________________________________________________________________  

Relationship/Agency: __________________________________________________________________________

Contact Address: ______________________________________________________________________
  
Telephone #: _______________________                          Email: ______________________________
Client/Family Information

Client Name: ___________________________________________________ SS#: ___________________________
                                                               
DOB:______________________   		Age: _____________ 	         Gender: ______________________   

Address: ________________________________________________________________________________________

County: ______________________ Email: __________________________________

Phone #: _____________________ (home)     ______________________ (work)     _______________________ (other)

School: _____________________________ Grade: _______ 
If Client is a minor, who has authority to consent to treatment?

Name:  ___________________________________________________
Relationship to child:☐ Parent ☐ Relative ☐ Foster Parent ☐ Case Manager ☐Other:________________________

Client’s Presenting Issues 

Behaviors at Home:_____________________________________________________________________ 

Behaviors at School:  ____________________________________________________________________

Pertinent Information/Other symptoms/Issues to be treated:_________________________________________________ 

Current Psychotropic Medications:_____________________________________________________________  

Currently receiving other services? ☐Y ☐N If yes, what type and where?_____________________________________

Payer Information
Self pay? ☐Y ☐N   Medicaid?  ☐Y ☐N   Healthy Kids?  ☐Y ☐N   Private Insurance?  ☐Y ☐N   

If yes, Medicaid ID Number: ___________________________ Medicaid Insurance Carrier:_______________________

If yes, Healthy Kids ID Number: ____________________Healthy Kids Insurance Carrier:__________________________

If yes, Insurance ID Number: _________________________Insurance Carrier:_________________________________

Policy Holder Name: _______________________  DOB:___________	Relation to Insured :______________________

Office Use only

Date/Time Referral Received in Office:___________________________

Managing Office:___________________________

Primary Reason for Referral:___________________________

Program Referred to: ___________________________

Funding Source (if Client does not have insurance):___________________________



				***When scheduling the 1st appointment for the client be sure to screen for the need of Auxiliary Aids and Services so that appropriate aid(s) for the client or their companion can be arranged in time for the scheduled appointment.                                   Each participant will have to be screened***

Will the client or client’s family member/participant need any Auxiliary Aids / Services?      ☐ Y    ☐ N

If yes, please complete CHS1033 Form D Auxiliary Aids and Services for the Deaf and Hard of Hearing **PRIOR TO INTAKE**
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