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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:
Intensive In-home________
Outpatient________

Are consumer and/or family willing to engage in services?______________________

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

Current or Past Diagnosis:

Current Medications including Prescribing Doctor:

Strengths of Consumer and Family (if applicable):

Method of Payment: 
____Medical Assistance (if yes, complete next section)*




____Private Insurance (also check if HMO is attached to MA) 




____Self-pay




____contract

*Medical Assistance SED Criteria for Intensive In-home Program:

· Health Check Exam Date:___________
Doctor/Clinic:_________________

· Psych Evaluation Date: _____________
Doctor/Clinic:_________________

· Consumer had outpatient services in past or currently with little or no success (Y/N)_______

FOR OFFICE USE ONLY:__________________________________________
Date Referral Received:

County:

Who contacted Referral source and date:

Contacted Consumer: 
