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New Britain Residential Referral Form 
70 Whiting Street
New Britain, CT 06051

Please send completed form to:
Residential Admissions
Email: Residentialadmissions@rootcenter.org
Phone number: 860-801-9124

Referral Source 
Date of Referral:__________________________________________  Referral Source: __________________________________________ 
Telephone: _______________________________________________Email:__________________________________________________ 
Client Information 
First Name:_____________________________  Last Name: __________________________________Date of Birth:________________________ 
Social Security Number:____________________________Primary Care Physician:__________________________ PCP Phone:_________________ 
Client Address: _______________________________________________City,State,Zip Code:____________________________________________ 
Home Phone: ______________________________________ Cell Phone: ______________________________________ 
Emergency Contact Information 
First Name:_____________________________  Last Name: __________________________________Relationship:________________________ 
Address: _______________________________________________City,State,Zip Code:____________________________________________ 
 Home Phone: ______________________________________ Cell Phone: ______________________________________________________ 
Insurance Information (please include copy of Insurance Card) 
*if not an existing RCAR client
Insurance Carrier:____________________________ID Number:________________________Group Number:___________________________ 
Subscriber’s Name:____________________________________Subscriber’s Date of Birth:__________________________________________ 
Address (if different): _______________________________________________City,State,Zip Code:___________________________________ 
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Reason for Referral:
	 Reason for referral (i.e. substance use, mental health, legal issues, etc)
 
 
 
 
 
 
 
 











Current Treatment Services:List all current treatment services the client is engaged in (i.e. ADT, PHP, IOP, individual therapy, etc)


Medication:List all medications prescribed and current dose (including MOUD). Please also include the patient’s current TB screen when sending over this form.
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