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4401 Westown Parkway, STE 108, West Des Moines, IA  50266
Ph: 515.558.6865 / Fax: 949.703.8835
Web: www.BetterMHS.com / Email: info@BetterMHS.com

NEW CLIENT REFERRAL FORM
**REFERRING PROVIDER: Please complete form, sign, and fax to number listed above. We will contact client directly to schedule. If we cannot accept/accommodate the referral, we will notify the referring provider/office.**
**NOTE: Referred clients must be at least 16 years of age and living within the state of Iowa. List parent or guardian consent and contact information for referrals under 18 years of age.** 
CLIENT NAME: ______________________________________  DOB: _______________________
HOME ADDRESS: _____________________________________________________________________________________________
CLIENT PHONE NUMBER: ______________________________
May messages containing appointment details be left at this number?   YES  /  NO
CLIENT EMAIL: _________________________________________
REASON FOR REFERRAL: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CLIENT INSURANCE: (Circle One: **Please note—Better MHS is not currently accepting Medicaid or Medicare plans.**)
BLUE CROSS/BLUE SHIELD  /  AETNA  /  HEALTH PARTNERS  /  MIDLANDS CHOICE  /  TRIWEST
OPTUM  /  UBH  /  UMR  /  OSCAR  /  MEDICA  /  UNITED HEALTHCARE  /  OTHER: _______________________
YES  /  NO    This provider/provider practice has the client’s expressed permission to send the above PHI and personal information for the purpose of referral/continuity of care. 
YES  /  NO   This client is agreeable to and aware referral for psychiatric services is being initiated. 
REFERRING PROVIDER INFORMATION:
NAME/CLINIC: ___________________________________________________________
ADDRESS: _________________________________________________________________________________
PHONE: _____________________________   FAX: _______________________________
_________________________________________________      DATE: _________________________________
Provider Signature (MD, DO, ARNP, PA, RN, LMHC)
image1.png
Mental Health Services




