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      Referral Form     
Client Information (Please print):               Date of Referral:  ______________________ 

Last Name: ________________________ First Name:_________________________      Middle Initial:_______ 

SS#: ______________________ Sex: _____ DOB: ____________ Race: _________   County: ______________ 

Home Address:_____________________________________________ City: ____________________ Zip:_________ 

Parent/Guardian: ____________________________ Phone 1:___________________  Phone 2:__________________ 

School: _____________________________________________________________________  Grade: _____ESE:____ 

List of Medication(s):______________________________________________________________________________ 

Previous Treatment: 

 

 

 

Primary Reason for Referral: 
(e.g. Anxiety, Depression, Inapprop Sexual Behavior, Noncompliance, Stealing, Substance Abuse, Trauma, Verbal Aggression, etc.)  

 

 

 

Services Required: (e.g. Behavior Analysis, Case Management, Mentor, Psychiatric Eval, Therapy, etc.) 
 
 
 
Funding Source (Must use the primary insurance; only mark one form below):   
Amerigroup: ____   Amerigroup HK: ____ CBC: ____    CHS: ____    CMS: ____   HSA/FSPT:____  
HSA/Title21: ____ Harmony/Healthease: ____  Harmony/Staywell: ____  Harmony HK: ____ Magellan: ____               
Med-Waiver: ____ Med-Waiver/FSL: ____ Medi-pass: ____  Substance Abuse: ____ United: ____       
Vocational Rehab: ____        Others (please specify): ___________________________________________________ 
Medicaid#:_____________________ OtherID#:__________________ SupportPlanEffectiveDate:  _____________ 
 
I understand that I must disclose all insurance coverage.  If failure to disclose results in a denied claim, 
I will be financially responsible.  ___________________________________ (Signature of parent/caregiver) 
 
Referral Source Information (Please Print): 

Name: _______________________________ Phone: ________________Fax: ________________ 

Agency: ______________________________ E-mail address: _____________________________ 




