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Date:            Patient Name: 
MRN:      DOB:      Age:              Gender:             Phone Number: 
Parent/Guardian: 
Address: 

Referral Source:

□ Acute Care Facility □ Home □ Physician

□ Emergency Department □ Legal System □ Relative

□ Extended Care Facility □ Partial Hospitalization □ Residential Care Facility

□ Group Home □ Online □ Therapist

Other:

Referral Facility Name: 

Person Referring:  Phone Number:

Referral Reason / Primary Concerns:

Insurance Information:

Subscriber ID: 

Is this referral related to a recent hospital discharge?
If yes, date of discharge:  Yes     No

Has the patient had a previous hospitalization for mental health treatment?  Yes     No
Has the patient received outpatient services for mental health or substance use treatments?  Yes     No
Can the patient’s symptoms be managed with outpatient services?  Yes     No
Has the patient demonstrated a decrease in functioning due to mental health conditions 
within the last 30 days?  Yes     No

Does the patient have current medical issues?  Yes     No
Does the patient currently use substances?  Yes     No
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Disposition: Completed by PHP staff

□ Meets criteria for PHP

□ Does not meet criteria for PHP, but may be referred for the following services:
□ Outpatient Mental Health Therapy
□ Intensive Outpatient Program
□ Partial Hospitalization Program
□ Inpatient Program
□ Substance Use Services
□ Court Mandated Treatment
□ Psychiatric Evaluation / Medications
□ Psychiatric Hospitalization Follow Up

□ Other:

□

**Additional information relevant to request for services:

Referral Notes:

Program acceptance or waitlist status. (If admitted to a CHKD program, location & date of program offered and 
accepted.) 
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