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BEHAVIORAL HEALTH SERVICES, INC

Patient Referral Form

Referring Provider Information:

Provider Name: Phone:

Agency/Practice Name:

Email:
Fax (optional):

Patient Information:

Patient Name: DOB:

Phone Number:
Insurance (Medicaid/Other):

Services Requested:
[1Therapy [ 1 Medication Management [1Both Therapy & Medication

Diagnosis (Check all that apply):
[ 1 Major Depressive Disorder

[ 1 Generalized Anxiety Disorder
[ ]1Bipolar Disorder

[ 1 Schizophrenia

[1PTSD

[ ] Substance Use Disorder

[ JADHD

[ 1 Mood Disorder NOS

[ 1Psychosis

[] Other:

Reason for Referral / Additional Notes:
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