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Phone: 919-857-5948
               			Referral Form
	
Referring Person / Agency Information
Today’s Date: ______________________ Person Making Referral: _________________________
Referring Provider (check for referral): ________________________________________________________________
Referring Provider Phone: __________________ Referring Agency Fax: _____________________

Client Information
Client Name: __________________________________    Male / Female (circle one)
Date of Birth: __________________________ Social Security Number: _________________________
Guardian Name (If minor): _________________________________________________________
Emergency Contact:__________________________________________________
Home Phone: ___________________________ 	Cell Phone: ___________________________	
Address: _______________________________________________________________________
City: _______________________________________State: __________Zip Code: ____________

Reason for Requested Appointment:________________________________________________
______________________________________________________________________________

Insurance / Reimbursement Information
1. Carrier name ________________________ Member # _________________________
2. Carrier name ________________________ Member # _________________________
3. Carrier name ________________________ Member # _________________________

Patient’s Primary Medical Diagnosis: __________________________________________________________
Other Diagnoses: __________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you received mental health treatment in the past?______________________________
Have you been hospitalized for mental health reasons? If so, when and where?
_________________________________________________________________________________________________________
If yes, who has treated you and when were you last seen?______________________________
	Provider Name or Facility 
	Service Received 
	Date of service 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



(Have patient to sign release of information form in person, send by fax, or email prior to scheduling)



Are you currently prescribed mental health medications? If so, what are they?

	Medication 
	Dosage
	Last taken 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




Recommended Services (Check all that may apply)
 Clinical Comprehensive Assessment (CCA)  Diagnostic Assessment  Medication Assisted Treatment	 
 Psychiatric Evaluation /Pharmacologic Management  Individual / Group Counseling – Mental Health
 Individual / Group Counseling – Substance Abuse  Psychological Testing  Other ______________
 Peer Support _______________  Other ____________________  Other ___________________ 

**Always check the North Carolina PMP Aware as well as NC Health Connex for important collateral information about the potential patient.
Please include all pertinent documents associated with this referral. To Schedule call (919)-857-5948
Please note: Due to the confidential nature of this request, an informed release of information form must be signed by patient/client and forwarded with this referral/order.
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