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Referral Form              
					
                                   Date:_____________________________

Referred to Premier CS by:_____________________________________________________ Position:__________________________
Phone:___________________________________________________________________________

**Does Individual currently receive Services from another agency?    Y     N ***
Type of service (circle one): Medicaid    Amerigroup    Wellcare    Caresource    Other_____________________

Individual Information:
Name: _________________________________________________________ Date of Birth: _______________________________________
Medicaid #: ___________________________________________________ SSN #: _______________________________________________
Race: ________________________________________ Gender:   M  F    Age: ______________________ Grade: ___________________
Street Address: _______________________________________________________________________________________________________
City: _______________________________________________________      Zip Code: _____________________________________________

Parent/Guardian Name: _____________________________________ Relationship: _______________________________________
Cell #: _________________________________________________________ Work #: _____________________________________________

Reason for Referral (circle all that apply):

· Disruptive Behavior
· Signs of Depression
· Anger Challenges
· Academic Issues
· Grief/Loss
· Anxiety 
· Other: _________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
Please Explain: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Diagnosis_____________________________________________________________________
· Hospitalizations______________________________________________________________
· Medication____________________________________________________________________
· Legal Issues___________________________________________________________________

********STAFF: Please Submit Form,v with Intake Packet*********
Office Use Only:
Receipt Date: ___________________________________________________
Insurance Active:  Y   N   Medicaid Plan: ___________________________________________________
Assigned To: ________________________________________________ Assessment Completion Date: ______________________
Approved: Y    N   If not, why? _______________________________________________________________________________________
If Approved, approval date: _________________________________________________________________________________________
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