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Referral for Services/BHRS

Individual Information

	Name:
	       
	DOB:
	 
	/
	 
	/
	 
	Male
	 
	Female
	 

	Social Security #:
	 
	-
	 
	-
	 
	Recipient #:
	 


	Name of Contact:
	 
	Relationship to Child/Adolescent:
	 

	Phone #:
	 

	Current Address:
	 
	County:
	 

	 
	Area of Pittsburgh:
	 


	If placed out of home where? (give address, phone #, and contact person)
	 

	 


	Case Management Agency and Address:
	 

	Case Manager:
	 
	Phone:
	 
	Fax:
	 


	Physical Health Care Provider:  (Gateway, Unison, UPMC for You, Medical Assistance) 
	 


Referral Information:

	Referring Agency and address:
	 

	 

	Contact Person/Title:
	 
	Phone:
	 
	Fax:
	 


	Other Services Involved with child/adolescent:  (foster care, CYF, probation, partial, outpatient, etc.)
	 

	 

	 

	Past Services Involved with child/adolescent: (include dates)
	 

	 

	 


	Date of Last Psychological Evaluation:
	 
	Name of psychologist:
	 

	Diagnosis:
	 

	 

	 

	Type of Services requested:
	 
	MT
	 
	BSC
	 
	TSS
	 
	Other


	Briefly describe why the individual is being referred for services:  
	 

	 

	 


	Signature of person making referral:
	 
	Date:
	 

	***Please send/fax any pertinent information with referral such as releases, psychosocial reports, evaluations, school info, medical, etc.
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