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REFERRAL FORM

 FORMCHECKBOX 
Initial Referral 

 FORMCHECKBOX 
Returning Patient

 FORMCHECKBOX 
Approximate Date of Last Visit: 
Referral Information:
Date of Referral: 


 

Source of Referral:

              


   

Address: 



 City:



 State: 

 Zip: 



Is the patient aware of referral?   Yes ______ No _________

Consumer Information:
Consumer Name: ___________________________ DOB: _______________________ Gender:  FORMCHECKBOX 
Male
 FORMCHECKBOX 
Female
Parent/Legal Guardian Name: _____________________________ (If Foster Parent or Legal Guardian, copy of Court Order required)

Age: ________ MA#: _____________________ MCO: _________________Social Security #: ________________________

Ethnicity: Is the consumer of Hispanic, Latina/o, or Spanish Origin  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No        FORMCHECKBOX 
Unknown_________________
Race:  FORMCHECKBOX 
Black
   FORMCHECKBOX 
White    FORMCHECKBOX 
Hispanic      FORMCHECKBOX 
Other   
Marital Status: __________________________________
Address: 








Apt. #: 


 

City:





 State: _________ Zip: 


 County: ______________
Phone #: 

 Alternative Ph. #:


 Email Address: ______________________________
Is consumer employed 
 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No,       FORMCHECKBOX 
Unknown      If yes, how many hours/week: _____________

Is consumer a Veteran?  
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No        FORMCHECKBOX 
Unknown
If yes, please indicate which war 




Is consumer homeless?     FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  
   FORMCHECKBOX 
Unknown
If yes, please indicate last time 




Any recent arrests?  
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No      FORMCHECKBOX 
Unknown
If yes, please indicate when 




Highest grade completed: ________________________ School: _________________________________________
REASON FOR REFERRAL: Please write a brief description of the client’s presenting problem 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Diagnosis: _________________________________________________________________________________________

List any known physical / medical condition(s), if any: ________________________________________________________
List known medication(s), if any: __________________________________________________________________________
Please indicate service(s) for which you are referring this individual:

 FORMCHECKBOX 
Outpatient Mental Health Services: 



 FORMCHECKBOX 
Individual Therapy
     FORMCHECKBOX 
 Family Therapy        FORMCHECKBOX 
 Group Therapy       FORMCHECKBOX 
Psychiatric Evaluation 


 FORMCHECKBOX 
Diagnostic Evaluation
     FORMCHECKBOX 
Discharge from Inpatient Facility

 FORMCHECKBOX 
Psychiatric Rehabilitation Program (Adult)


 FORMCHECKBOX 
Psychiatric Rehabilitation Program (Minor)


 FORMCHECKBOX 
Psychological Testing

Please make sure consumer present the following documents at the time of registration and intake: 
 FORMCHECKBOX 
Proof of Identification (Birth Certificate & Social Security Card, Driver License or State Identification Card)
 FORMCHECKBOX 
Proof of Insurance
 FORMCHECKBOX 
Bring all medications currently taken 
 FORMCHECKBOX 
Copies of Immunization Record
 FORMCHECKBOX 
Most recent Physical Exam (must be within past year)
 FORMCHECKBOX 
Copy of last report card (if applicable)

 FORMCHECKBOX 
Copy of IEP or 504 plan (for students receiving special education services)
 FORMCHECKBOX 
If the consumer is a minor, copies of legal documents related to a minor’s status must be provided prior to services being rendered, i.e. (court orders, custody agreements, etc.
	RIMS STAFF ONLY

Initial Authorization # ______________ Units _______   Dates of Auth. From _________ to ___________  Co-Pay $ ______
Co-Occurring Auth # ______________   Units _______ Dates of Auth. From _________ to ___________   Co-Pay $ ______

Therapist Assigned:___________________________     Date Assigned: ___________________________________________

PRP Assigned to: ____________________________      Date/ Time: ______________________________ for: ____________
Authorization # _________________ Units _______      Dates of Auth. From _________ to ___________    Co-Pay $ ______
___________________________________________                             ___________________________________________

Signature of Staff receiving this referral 
Date Received



Reaching Individual Minds Successfully

95 Office Park – 1895 Brightseat Road – Landover, Maryland 20785 – Office: 301.773.8201 – Fax: 301.773.8203 – www.rimsenrichmentcenter.com

