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REFERRAL FORM 

Referrer’s InformaƟon: 
Date of Referral: ________________  
Name: _________________________________  Agency:_______________________________________ 
PosiƟon:________________________________  Email:________________________________________ 
Phone:__________________________________ Fax:__________________________________________ 
 

Client InformaƟon: 
Client Name: _____________________________________  Date of Birth: _________________________ 
Social Security Number (opƟonal): __________________________  Gender: _______________________ 
Address: _________________________________   City/State/ZIP:_______________________________ 
Cell Phone: ____________________________ Email: _________________________________________ 
Preferred Contact Method: ☐ Cell ☐ Email ☐ Text 
 
Race/Ethnicity (opƟonal): __________________________Preferred Language: _____________________ 
Interpreter Needed? ☐ Yes ☐ No   Language: ________________  
Legal Guardian/POA (if applicable): ________________________________________________________ 
Emergency Contact: ___________________________  RelaƟonship:_____________________________ 
Emergency Contact Phone: _____________________  Email:___________________________________ 
 

Referral Request: 
Requested Services (check all that apply): 
☐ ARMHS  ☐ Psychotherapy  ☐ Gambling Treatment  ☐ CTSS 
☐ Housing Support (GRH)  ☐ 245D Services  ☐ Wraparound services-MNsure 
☐ Benefits/SSDI Assistance  ☐ TransiƟonal Services   ☐ Other: _________________________ 

Reason for Referral: 
 
 
 
Current Mental Health / Medical InformaƟon:  

Current Mental Health Diagnosis (if known): _________________________________________________ 
_____________________________________________________________________________________ 
Current Medical Diagnosis (if applicable):____________________________________________________ 
_____________________________________________________________________________________ 
Safety Concerns / Risk Factors (if applicable):_________________________________________________ 
_____________________________________________________________________________________ 

Insurance InformaƟon: 
Primary Insurance: _______________________________________Member ID: ____________________ 
Group Number: _________________________   Medicaid/MA Number: __________________________ 
Other Insurance: ☐ No ☐ Yes: ____________________________________________________________ 
 


