	Referral Date:
	Completed By:                                                 Cornerstone BHC



                                                 Cornerstone BHC

Script for Referrals

Phone: 680-2065  Fax: 680-2068

Services Being Requested:

 FORMCHECKBOX 
 Individual/Family Therapy
 FORMCHECKBOX 
 Group
  FORMCHECKBOX 
Co-occurring/SA 
 FORMCHECKBOX 
 BHHO
 

	Clients Name: 

	DOB:

	Current Mailing or Street Address:

	City:
	State:
	Zip Code: 

	Home Phone:
	Work Phone:


Client is male or female? 
 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

Insurance: 
	Primary Insurance:

	Name of Guarantor:

	Policy #:

	Group #:

	Insurance Telephone:


	Secondary Insurance:

	Name of Guarantor:

	Policy #:

	Group #:

	Insurance Telephone:


Reason for services?
	

	

	

	

	

	


General Information

Does the client have an Emergency contact?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please complete this section:

	Name:

Relation:

	Phone Number:

	Street or mailing address:

	City:                                State:                          Zip:




Does the client have a Guardian?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please complete this section:

	Name:

	Phone Number:

	Street or mailing address:

	City:                                State:                          Zip:




Does the client have Parent contact information?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please complete this section:

	Name:

Relation:

	Phone Number:

	Street or mailing address:

	City:                                State:                          Zip:

	Name:

Relation:

	Phone Number:

	Street or mailing address:

	City:                                State:                          Zip:

Parent/guardian must be present at first appointment.


Are the parents divorced or separated?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

A. If applicable, we will need a copy of the divorce or custody agreement at the time of the initial appointment.
B. Without said agreement, both parties will have the right to information regarding the client.
C. Cornerstone does not get involved in custody disagreements regarding finances.
If the client is a child, where is the child currently residing?
	


Is the client an AMHI Consent Decree Member?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Do you or have you ever had thoughts of suicide?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have you ever acted on these thoughts?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Do you have the Crisis and Counseling Phone #  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If not please provide 1-888-568-1112

On a scale of 1-10 (Example: Depression, Anxiety, etc.) where would you say that you have been in the past month?

(With 1 being the best & 10 being the worst)

Who is the client’s primary care provider (MD, PA)?

	Name:

	Address:

	Telephone:

	Fax (If available):


Does the client currently have any other services provided?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

(I.e. case manager, probation officer, and etc...)

If yes, please complete the following section 
	Name of Provider/Agency:
	
	

	Address:
	
	

	Phone Number:
	
	

	Name of Provider/Agency:

	Address:

	Phone Number:


Have you ever received mental health or substance abuse services before?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please complete the following section

	Name of Provider/Agency:

	Address:

	Phone Number:


	Name of Provider/Agency:

	Address:

	Phone Number:


Has the client been hospitalized in the past 30 days for mental health or substance abuse?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, please complete the following section

	Hospital or Inpatient Unit client was admitted to:

	Location of admission:

	Length of Stay:


Does the client have a mental health diagnosis?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If known, please complete the following section

	What is that diagnosis?

	

	Diagnosed by Whom?


Is the client currently on any type of medication?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

(please bring info to first appointment)
Does the client have their own transportation?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If no, how will transportation be provided? 
	


Does the client require special accommodations?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Please Describe:

	


How was the client referred to Cornerstone?

Friend  FORMCHECKBOX 

Family  FORMCHECKBOX 

Another Client  FORMCHECKBOX 
 
Medical Referral  FORMCHECKBOX 
 

Another Agency  FORMCHECKBOX 
 

Other  FORMCHECKBOX 

	


Is there anything else you would like Cornerstone to know about you?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	

	

	


Revised 6-1-16

