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HEALTHCARE & COUNSELING SERVICES,





__________________________________________________________

Referral Form
Date:_____________
Referral Source:/Contact:_____________________________________ Referral Source Address:______________________________  Phone:___________________                                                    

Caller’s Name:_______________________________________ Phone:___________________





******************************************************************************

Consumer Name:________________________________________ Gender:_______________ 
Date of Birth:_________________________________ Age:_________ Race:______________

SS#:_________________________________________ MR#:___________________________
Medicaid/ Insurance #:__________________________________________________________
Current Medications:___________________________________________________________ 

Consumer’s School:____________________________________________________________

DSM IV Diagnosis:

Axis I:__________________________________________________________________

Axis II:_________________________________________________________________
Axis III:________________________________________________________________

Axis IV:________________________________________________________________

Axis V__________________________________________________________________

Reason for Referral / presenting problem(s):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If Legal / DSS  / Other Agencies or Professionals are already Involved please provide contact information:____________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
******************************************************************************

Parent/Guardian Name:_________________________________________________________

Address:______________________________________________________________________

City:_______________________________________ State:____________ Zip:_____________

Home #:_______________________Cell #:____________________Work #:______________






Physician Signature_______________________________Date___________________


NPI #________________


Carolina Access Number#___________________________





Consumer made request for:


____ Male ___ Female    ____ Race:________________________________ 


Psychotherapy Outpatient Therapy ____ HIV Case Management _________                      Substance Abuse Treatment ____       Home Care (PCS) _______ 


Psychosocial Rehabilitation ______  














Phy








Llewellyn Hicks, MSW, 


Executive Director








820 College St.


Clinton, NC 28328


Or


4086 Barrett Dr. Raleigh, NC


(910) 590-2332


(919) 520-1783 Direct


(800) 875-5876 Fax


info@progressiveofnc.com
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“”Moving Forward For Positive Change”











