
BEHAVIORAL HEALTH REFERRAL FORM 

Referral Information:   Self-Referred  Date: ____________________________________ 

Referral Source (Name): ___________________________    Phone: __________________   Fax:___________ 

Address: ________________________________ City: ______________________ State: _________ Zip: 

____________   

Client Information: Marital Status: _________________ Race/Ethnicity:_____________ Gender:________ Age:_____  

Client’s Name: __________________________________ DOB: __________________   SSN: ____________________ 

Address: __________________________________ City: ____________________ State: _________Zip: _______ 

Phone: ___________________________ Cell: _____________________ Email: ________________________________  

Veteran ____Yes ____No           Homeless ____Yes ____No  

Parent/Guardian: __________________________________ Address: _________________________________________ 

Day Phone: ____________________ Evening Phone: _____________________ Relationship: _____________________  

Reason(s) for Referral_________________________________________________________________________________ 

Recommendation(s) (select all that apply) Insurance Information:      
Medicaid 
Medicare       
Medicaid/Medicare
None      

Medicaid /
Medical Assistance#_________________________

FILL Form and PRINT PRINT to Complete by Hand

PRP - Psychiatric Rehabilitation Program    

  IOP - Intensive Outpatient Program

Residential Treatment | Supportive Housing 

Employment Support Assistance (ESA) 

DWI/DUI Classes

Therapy/Counseling 

Medication Management 

Psychiatric Evaluation 

Testimony Required 

Court/DSS Follow up  

Discharge from inpatient 

Other 

REACH HEALTH & WELLNESS
INTAKE & REFERRAL FORM
Clinical services intake and behavioral-health referral.

Complete and print, or print to complete by hand.

1 North Charles Street, Suite 220, Baltimore, MD 21201  |  443.529.9083
Questions / return instructions: call 443.529.9083  |  info@reachmaryland.com

Referral requests are subject to provider review, eligibility, availability, and applicable requirements.
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