NEW VISION BEHAVIORAL HEALTH SERVICES INC, PRP
“ New Path. New Vision”
5718 Harford Rd, Suite 104, Baltimore MD, 21214
Ph.# 410-254-4343 Fax# 410-254-4342
ADULT PRP REFERRAL/AUTHORIZATION FORM
Date:                                Client Name:_____________________________________________________________                                                                   
Demographic Information:

DOB:                        Age:            Marital Status: ______   [] Male        [] Female     SS#:_________________________________________
Address: __________________________________________ City:                                            State:            Zip: ______________________       

Home Phone#:                                                  Cell:                                                     Work #:______________________________________
Email:___________________________________________Emergency Contact:_________________________________#_____________
Does the client need accommodation in accordance with the American with Disabilities Act (eg, sign language, interpreter, etc) [] Yes  [] No
Please explain:

Type of living situation: 

[] Private residence            [] Homeless/Emergency. Shelter     [] Foster home     [] Halfway House        []Boarding/rooming house                         [] RRP, Group home/TGH      []Crisis Residence       []Assisted Living     []Skilled Nursing Facility   []Hospital    [] RTC for Children and Adolescents        [] Jail/Correctional facility/Detention Center      [] Other: ____________________________________________________
Guardianship:   Attach court order if applicable.
Legal Guardian: ___________________________________________________________Relationship:_____________________________
Primary Care Physician Name;_______________________________________________Phone#_______________________________
Ethnicity Data Standard 
Are you Hispanic, Latino/a, or Spanish origin (One or more categories may be selected)
a. [] No, not of Hispanic, Latino/a, or Spanish origin                     b. [] Yes, Mexican, Mexican American, Chicano/a 
c. [] Yes, Puerto Rican             d. []Yes, Cuban                         e. [] Yes, Another Hispanic, Latino/a or Spanish origin 
Race Data Standard 
What is your race? (One or more categories may be selected) 
a. []White          b. []Black or African American   c. []American Indian or Alaska Native  d. []Asian Indian       e. []Chinese                                  f. []Filipino        g. []Japanese      h. []Korean       i. []Vietnamese          j. []Other Asian                                                                                                                               k. []Native Hawaiian                    l. []Guamanian or Chamorro   m. []Samoan              n. []Other Pacific Islander 
Data Standard for Primary Language 
How well do you speak English? (5 years old or older) 
a. [] Very well             b. [] Well                  c. [] Not well             d. [] Not at all
1. Do you speak a language other than English at home? (5 years old or older) 
a. [] Yes                      b. [] No 
For persons speaking a language other than English (answering yes to the question above): 
2. What is this language? (5 years old or older) 
a. [] Spanish                  b. [] Other Language (Identify)_____________________________
Data Standard for Disability Status 
1. Are you deaf or do you have serious difficulty hearing?                                                   a. [] Yes           b. [] No 
2. Are you blind or do you have serious difficulty seeing, even when wearing glasses?      a. [] Yes           b. [] No 
3. Because of a physical, mental, or emotional condition, do you have serious difficulty concentrating, remembering, or making decisions?      (5 years old or older).                                                                                                      a. [] Yes                  b. [] No 
4. Do you have serious difficulty walking or climbing stairs? (5 years old or older).    a. [] Yes                  b. [] No 
5. Do you have difficulty dressing or bathing? (5 years old or older).                            a. [] Yes                  b.  [] No 
6. Because of a physical, mental, or emotional condition, do you have difficulty doing errands alone such as visiting a doctor’s office or shopping? (15 years old or older).                                                                                    a. [] Yes                 b. [] No 
Insurance: 

Insurance Type: [] Medicaid/__________________________________________________________MCO: ___________________________ 

Does client have any other type of insurance?     [] Yes  []No  If yes, Name______________________________________________________

Name:_______________________________________________________  DOB:____________________________________________
Employment/Source of Income:  

Employment:  __________________________________________________________________ How Long Employed:_______________
[] SSI-Amount: _____________________   [] Family-Amount___________________     []Disability- Amount_________________ 

[] Other source of income___________________________________________________________________________________________
Education/Military:

Name of School: _____________________________________________Type of Education:   [] Reg. Education   []Special Education    Current grade ___________________________     

Was the consumer suspended/expelled from school during the past 12 months: [] Yes   [] No, last suspension_________________________  

Legal Status/Agency Involvement:

Was the consumer arrested in the past 3 months: [] Yes  [] No     On parole or Probation: [] Yes    [] No
If yes, Contact Person________________________________________________#_____________________________________________
PRP CRITERIA FOR ADULTS:  Attach copy of Psychosocial Assessment to referral.
DSM and ICD10 diagnosis codes:        Individual must meet one of the following target diagnostic code;
	F20.9
	Schizophrenia
	F20.81
	Schizophreniform Disorder
	F25.0
	Schizoaffective Do. Bipolar Type

	F25.1
	Schizoaffective Do, Dep Type
	F22
	Delusional Do
	F28
	Other Specified Schizophrenia Spectrum and Other Psychotic D..

	F29
	Unspecified Schizophrenia spectrum and Other Psychotic Do.
	F33.2
	MDD, Recurrent Ep. Severe
	F33.3
	MDD, Recurrent Epi. with Psychotic Features

	F31.13
	Bipolar 1 Do. Current or most Recent Epi. Manic, Severe
	F31.2
	Bipolar 1 Do. Current or most recent Epi. Manic with psychotic Features.
	F31.4
	Bipolar 1 Do. Current or Most Recent Epi Depressed, Severe

	F31.5
	Bipolar 1 Do. Most recent Epi. Depressed with Psychotic Features
	F31.0
	Bipolar 1 Do. current or Most Recent Hypomanic
	F31.9
	Bipolar 1 Do. Current or Most Recent Episode Unspecified 

	F31.9
	Bipolar 1 Do. Current or Most Recent Epi. Hypomanic, Unspecified
	F31.9
	Unspecified Bipolar and Related Disorder
	F31.81
	Bipolar 11 Disorder

	F21
	Schizotypal Personality Disorder
	F60
	Borderline Personality Do.
	
	


Must also meet the following functional limitations:
[x] The individual has a serious mental health disorder characterized by impaired role functioning, on a continuing or intermittent 
basis, for at least two years, including at least 3 of the following:
	
	A clear, current threat to the individual’s ability to manage

current living situation.   
	
	An inability to be employed or attend school without support              

	
	An inability to manage the effects of his/her mental illness
	
	Social behavior that results in interventions by the mental health system

	
	Inability due to cognitive disorganization, to procure 

financial assistance to support living in the community.
	
	Severe inability to maintain a personal support system, 

	
	Need for assistance with basic living skills
	
	


Adult- Services Needed
Self- Care skills: [] personal hygiene [] grooming  [] nutrition  [] dietary planning  [] food preparation [] Self administration of medication
Social Skills: [] community integration activities  []developing natural support   [] developing linkages with and supporting the  individual’s 
participation in community activities
Independent Living Skills: [] Skills for housing stability   [] Community awareness   [] Mobility and transportation skills 
[] Money management          [] Accessing available entitlements and resources   [] Support in Obtaining and retaining employment

[] Wellness self-management     [] Medication monitoring  [] Support with self- administration of prescribed medication

[] Health Promotion Activities [] Promotion of Individual Wellness Self -Management and Recovery
Name:________________________________________________________ D.O.B__________________________________________
Narrative: Please explain specific issues that the client is experiencing and how PRP will help assist client to improve in

all areas of need indicated.
___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________
Name of Referral Source:__________________________________Agency:________________________________________
Address:________________________________________________City______________________________State:________
Zip Code:_________________Phone #:_____________________________________Fax#:____________________________
Referral Source Signature:______________________________________ Credentials: ______________Date: _________ 
For Office use only

	Is adult client appropriate for PRP services                [] Yes           [] No, reason _________________________________________
If no was adult client informed: [] Yes   [] No
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