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Bureau of Prevention, Wellness and Recovery 
Referral Form
	[bookmark: _Hlk55477821][bookmark: _GoBack]Personal Information

Name: First: _____________________________ Middle: ______________ Last: ______________________________
Street Address: ___________________________________________________________________________________ 
City: ___________________________________________ Zip Code: _______________________________________
Home Phone: ____________________________________ Cell Phone: ______________________________________
Email Address: ___________________________________________________________________________________

Social Security Number: _____________________________________

Sex: Male☐  Female☐  Genderqueer☐  Non-Binary☐  Transgender Male☐  Transgender Female☐   
Marital Status: Single☐  Married☐  Divorced☐  Separated☐  Widowed☐

Date of Birth: ___________________________________ Age: ______________________

Race:  American Indian or Alaska Native☐    Asian☐    Black or African American☐
           Native Hawaiian or another Pacific Islander☐   White☐
Ethnicity: Hispanic or Latinx☐ Non-Hispanic or Latinx☐
US Citizen?   Yes☐   No☐    
Have you ever served in the Armed Forces? Yes☐   No☐   
Number of Dependents: _______________   Gross Annual Income: ________________________________________
Are you Pregnant? Yes ☐ No ☐  Primary Language: ___________________________ Interpreter Needed? Yes☐No☐

Source(s) of Income:  
Employed FT ☐ Employed PT☐  TCA☐  SSI☐  SSDI☐  Retirement/Pension☐
If employed, place of employment: ___________________________________________________________________

Insurance and Clinical Details
Health Insurance: Medicare ☐   Medicaid ☐   Private ☐   VA☐  TriCare☐  None: ☐
Are you currently in treatment? Yes☐ No☐  If so, where? ________________________________________________
Diagnostic Impression: _____________________________________________________________________________
Do you have a regular medical doctor? Yes☐  No☐  If yes, name: __________________________________________ 
Have you visited an Emergency Department in the past 12 months? Yes☐   No☐
Have you had any psychiatric admissions to a hospital in the past 12 months? Yes☐   No☐  



Emergency Contact Person

Full Name:  ___________________________________________ Relationship: _______________________________
Street Address: ___________________________________________________________________________________
City: _________________________________________________ State: _____ Phone: _________________________

Referral Details
Source of Referral: __________________________________________ Phone: ________________________________
Reason for Referral: ________________________________________________________________________________

Please check off all services for which you are referring
Urgent Care Referral ☐               PATH – Outreach and Case Management ☐ 
Naloxone Training ☐                  Peer Support ☐

Please check off all additional services that assistance may be needed with
Food Stamps ☐                               Cash Assistance ☐                          Housing Assistance ☐                     SOAR ☐                                          Medication Assistance ☐                Employment ☐                                Linkages to services ☐                   
………………………………………………………………………………………………………………………………...
Consent to Release Information

          I, ___________________________________, consent for ___________________________________
to send the Universal Referral Form to the Bureau of Prevention, Wellness and Recovery.  I further agree that Carroll County Health Department/Bureau of Prevention, Wellness and Recovery may forward the Universal Referral Form to the agencies checked above in order to coordinate care for me.  This consent will remain in effect for 1 (one) year or may be rescinded in writing at any time.  

_____________________________________________          ____________________________________
Client Signature                                                                          Date

_____________________________________________          ____________________________________
Referral Source Signature                                                           Date

……………………………………………………………………………………………………………………
For Office Use Only
Notes: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________      
Approved? Yes ☐ No ☐          Assigned to: ____________________________________
___________________________________________________                                           _____________________    Signature                                                                                                                                  Date




Revised 07/03/17, 1/14/19, 7/30/20, 11/5/20
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Prevent. Promote. Protect.




