Enteredin QO ICA Notes g AMD Q Scanned O Insurance

South Shore Behavioral Health Clinic

Client Referral Form - Fax: 339-788-9904
Purpose of this form: 0 OUTREACH W OFFICE Q Psychological Testing [ School Q Suboxone
QO New Intake QUpdate [ New Demographics O Adding Services U Transferring to New clinician

Referral Date Referral Source Client LD
Client Name S.S.#
Address D.O.B. Age

City State Zip - U Male U Female

Horne Phone # OK to Say Agency Name? U Yes U No
Work Phone # OK to Say Agency Name? d Yes U No
Other Phone # OK to Say Agency Name, d Yes U No

Parent/Guardian

Ins. Co. Plan Managed by
Ins. # Group# , Phone
20d Ins. Co. Ins.# Phone
Primary Subscriber DOB SS. #

Secondary Subscriber. DOB SS #

Verifier
Deductible $ Benefit Limits Visits Co-pay $ Visits Co-Pay Increase $__
Authorization Required Y U N
Therapy Auth # From To # Visits Authorized

Psychiatric. Aurh # From To # Visits Authorized

Billing Address

P resenting Problem: o Copay Paid yes/no

Q Individual Therapy U Psychological Testing
U CouplesTherapy U Group Therapy
U Psychiatric Evaluation [ Family Therapy

Prior treatment? Where/when

Current treatment Where?

Is client currently (or in past) on medication(s)? If so, list

Prescribed by whom

Therapist (Male/Female) Available Times

DSM Diagnosis

AXxis |

Clinician Signature Date:




