Referral Form

Name: Phone Number(s): ;

If unable to contact me directly, it is ok to leave a message at the phone number/s that | provided: Yes ___ No
Address: Town ZIP:

DOB: Age: M/F: Social Security # Marital Status:
Parent/Legal Guardian: Phone Number(s): ;

Address Town ZIP:
Are you a Class Member Yes No (A Class Memberis a person who was hospitalized at AMHI/Riverview since 1990)
Do you have MaineCare? Yes ___ No ___ MaineCare#

Do you have Medicare? Yes No Medicare #

Will you be paying out of pocket for the service/s? Yes __ No ___if Yes, please call for rates @364-3549

Do you have private health insurance? Yes No

If so, does your insurance cover this type of service? Yes No

Name of Private Health Insurance Company:

Address of Insurance Company: State
ZIP: Phone #

Subscriber’s Name: Relationship to client:

Policy # Group #

This referral is for the following services, check all that apply:
[ ] Outpatient Therapy [ ] case Management []in Home Support Services (DLSS)

Name of person making the referral, if other than self:

Agency Name: Phone

Is the potential client aware of this referral? Yes No Note the reason(s) for referral/areas of concern:




Type of Provider

Name

Location

Phone #

Primary Physician
(PCP)

Outpatient Therapist

Case Manager

Psychiatrist

In-Home Support

Substance Abuse
Counselor

Name of Medication

Who Prescribed this medication

Current
Dosage

How Long have
you been taking
this medication

Any Known Allergies:

Please include enough Release of Information Forms, signed by the client, to allow us to receive copies of their records
from their PCP, mental health agency and most recent hospitalization, if applicable. Failure to provide these will slow

down the referral process dramatically.

Signature:

Title/Credentials

Date:

Frequency




