Samaritan Behavioral Health, Inc.
Evaluation and Treatment Referral Request

Please note: Due to the confidential nature of this request, an informed release of information form must be signed by patient/client and forwarded with this referral/order.

Call 276-8333 (Access to Care) or fax to 276-8252.

Appointment Date: ___________________________
Appointment Time: ____________AM/PM

Scheduled appointment with: __________________ 
Date of Referral: ____________________
To:   






From:
Samaritan Behavioral Health



Contact Name _______________________

(937) 276-8333





Address: ___________________________


(937) 276-8252 (FAX)




Phone and extension: ________________

Patient: __________________________________________________________________________

(Name)




(Phone)

(Date of Birth)  

_________________________________________________________________________________
                                                              (Address)

Parent/Guardian: __________________________________________________________________







(Name)

Requested Referral Service:
 FORMCHECKBOX 

Behavioral Health Evaluation

 FORMCHECKBOX 

Counseling

 FORMCHECKBOX 

YCATS Intensive Group Therapy (preschool age)

 FORMCHECKBOX 
        Advise as to diagnosis/findings and recommendations for treatment and/or referral

Patient/Client Medical Information:
Reason for Referral:
Primary Medical Diagnosis:

Other Medical Diagnoses:

REFERRAL SIGNATURE_________________________________________ 
DATE:__________________




    
(Signature Stamps are no longer valid)

PRINTED NAME________________________________________________




       (Must provide legible name)

The information contained on this form is confidential, privileged, and exempt from discussion under applicable law and is intended only for the purpose of patient referral.  Any unauthorized review, use, disclosure, or distribution is prohibited.
