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[bookmark: _GoBack]Please fax this form to 207-692-1009 or mail to 325C Kennedy Memorial Dr. Waterville, Maine 04901
Date of Referral:___________________________  
Referral Source:____________________________ 	Relationship to Client:___________________
If you are a provider please include a Release of Information with this referral form.
Client Name: ______________________________	Cell Phone:_____________________
Home Phone: ______________________________	Permission to leave a message: Y/N
DOB:_______________________	Social Security #:_____-_____-______
Gender: M/F		Class Member: Y/N
Physical Address:_______________________________________________________________________
Mailing Address:_______________________________________________________________________
Parent/Guardian Name:________________________________ Telephone Number:_________________Description of current concerns or presenting issues/reason for seeking outpatient therapy:

Current ICD-10 Diagnosis: ____________________________________________________________
Safety Concerns (Domestic Violence/Anger/Aggression): Y / N	If yes, please specify:

Legal Issues: Y / N	If yes, please specify









Primary Insurance: ____________________________  ID #: ____________________________________
Group #:____________________________________
Secondary Insurance: _________________________    ID #: ____________________________________
Group #:____________________________________ 	Office Use Only:	  	Date Referral Received:____________________________________
Insurance Verified:  Y / N	Date:___________________________________________________
Outreach Attempts:__________________________________________________________________
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Pehavioral Health Center, LLC




