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Behavioral Health, LLC





412 E Slifer Street • P.O. Box 445• Portage, WI 53901

Phone (608) 745-1751 • Fax (608) 745-1757

www.tbhllc.com
Request for Services

Date:__________________
Referring Person and Agency (if applicable)_________________________________

Phone Number:_____________________
Fax Number:_______________________

Consumer Name:_______________________________________________

DOB:____________________
Age:__________
Gender:________________

Address:____________________________________________________________

Phone:____________________
County of Residence:______________________

Parent/Guardian Name (if applicable):_____________________________________

Type of Service Requested (please circle):
Outpatient   Family      AODA_Assessment 
AODA outpatient        AODA group

Current Issues/Symptoms Presented:
Past and/or Current Mental Health or AODA Treatment:

Current or Past Diagnosis:

Current Medications including Prescribing Doctor:

Strengths of Consumer:

Method of Payment: 
____Medical Assistance HMO: _________



____Self-pay




____CCS



_____Private Insurance __________ 



_____Managed Care Organization: _________

FOR OFFICE USE ONLY:__________________________________________
Date Referral Received:

County:

Who contacted Referral source and date:

Contacted Consumer: 
