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MENTAL HEALTH COMMUNITY SUPPORT SERVICES 
REFERRAL FORM 

 
 

Client Information 
 
 
 
 
 
 
 
 
 
 
                                                                                                        Demographic Information 
 
Date of Initial Contact: ___________________    Date of Birth: ______________________________ 
Social Security #: _________________________    Medicaid #: ________________________________ 
Gender M / F: ____________________________    Client Race: ________________________________ 
Primary Physician: _______________________    Medication: ________________________________ 
Medical History: _________________________________________________________________________________________________________ 
Psychiatric History: _____________________________________________________________________________________________________ 

Client Information 
Client’s Name: _________________________________________________ 
 
Current Address:    Phone Numbers: 
________________________________________________  Home: ___________________________________________________ 
________________________________________________  Cell: ______________________________________________________ 
________________________________________________  
*If client has a legal guardian, please state name and phone number: ________________________________________
   

Serviceable Problems (Circle) 
Difficulty with Basic Functioning Advanced functioning skills  Social Functioning 
Personal Hygiene      Stable Housing              Social Skills 
Dressing appropriately     Managing bills   Healthy Relationships       
Medication Management        Job placement    Understanding social rules  
Nutrition                                                                Shopping for groceries   of conduct 
   
Cognitive functioning       Sleep Patterns   Additional Serviceable  
Identifying needs vs. wants         Difficulty falling asleep  Problems: 
Budgeting     Difficulty staying asleep  ______________________________ 
Completing tasks    Nightmares   ______________________________ 
Staying Safe    Difficulty staying awake  ______________________________ 
   

Referring Information 
Referring Source: _____________________________________     Phone:____________________ 
 

1. Is the client willing to participate in receiving services?  Yes / No 
2. Is the client currently living in the home?   Yes / No 
3. Are services able to be delivered in the client’s current residence?  Yes / No 

 
Individual completing referral: _______________________________________________ Phone: ___________________________ 
 
Signature: _______________________________________________________________  Date: _____________________________ 
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