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Initial Referral Form
Please send to: Holli Browning, LCSW
hbrowning@cciar.org ; Fax 501-624-7498

[bookmark: _GoBack]Contact Info

______________	   ___________________________      _________________________      __________________
Referral Date	    Person Making Referral		         Agency/Relation to Client    	        Phone #

Client/Patient Info

Full Name: ___________________________   ____________________________   ___________________________
	        First 			      Middle			       Last

DOB_________________	SSN_________________________      Gender_______________      Race________________    


U.S. citizen?   ___YES ___NO       Education Level  ________________________     Marital Status_________________

Primary Diagnosis____________________________________________________________________________________

Secondary Diagnosis_________________________________________________________________________________

Presenting Problem/Need for Referral__________________________________________________________________

_____________________________________________________________________________________________________

Source of Income (SSI, SSDI, VA Benefits):___________________________    Total Monthly Income_____________

Medicaid # _________________________________  	Medicare # ___________________________________________

Total Resources (cash on hand/bank, stocks/bonds, personal property, life insurance, revocable burial funds)    ________

______________________________________________________________________________________________________________________________

Is the client assigned a PASSE? ___YES ___NO      PASSE Name_______________________     Tier Level__________

If No, has an Optum Assessment been requested?  ___YES ___No     Assessment Expiration Date____________

Is client on a court order? ___YES ___NO    If yes, what type? ________________________ Expiration Date_______

Where has client received mental health treatment? ____________________________________________________
							  
Does the client have a legal guardian? ___YES ___NO  If yes, ______________________________________________
							       Name and Number

We will also need the following documents:

*Psychiatric Evaluation		*Copy of Guardianship		* Release of Information Forms
*Medication List			*History & Physical			         PLEASE NOTE: One ROI per provider or family 
*Labs				*Copy of all Insurance Cards		         member. Include ROI for Social Security 
*Progress Notes			*Copy of Court Order		         	         Administration.
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