1010 Downing Ave Ste 60
Hays, KS 67601

Serenity ((: Phone. 643 ot 11

Psychological Services & Consulting

REFERRAL FORM FOR MENTAL HEALTH SERVICES

- CLIENT INFORMATION

Fax: 1(866) 473-6903

NAME: DATE OF BIRTH: RACE/ETHNICITY:

GENDER: O MaLe O FemALE

SERVICES REQUESTED: D OUTPATIENT THERAPY D PSYCHOLOGICAL EVALUATION

CONTACT NUMBERS: Messaceok? [ Yes O No
ADDRESS:

PARENT OR LEGAL GUARDIAN INFORMATION:

NAME OF PARENT OR LEGAL GUARDIAN: ADDRESS:

CONTACT NUMBERS:!

' PAYMENT INFORMATION:

TYPE OF INSURANCE (0 MEDICARE O BCBS O OTHER: GROUP#

IF NO INSURANCE, HOUSEHOLD INCOME!

INSURANCE ID# PHONE #

REFERRAL, SOURCE, INFORMATION: COMPLETE THIS SECTION SO WE CAN CONTACT YOU AFTER THE REFERRAL.

NAME MAILING ADDRESS

PHONE# EMAIL ADDRESS

HOw DID YOU HEAR ABOUT SERENITY PSYCHOLOGICAL SERVICES & CONSULTING LLC?

CHILD/ADULT MENTAL HEALTH INFORMATION:

CURRENT MEDICATION & DOSAGE CURRENT DSM-5 DIAGNOSIS

PRESCRIBING PHYSICIAN NAME & PHONE
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CURRENT MENTAL HEALTH SYMPTOMS:!

UNKNOWN

NoOT
PRESENT

MILD

MODERATE

SEVERE

HALLUCINATIONS (DESCRIBE)

DELUSIONS

THOUGHT DISORDER

BIZARRE (PSYCHOTIC) BEHAVIOR (DESCRIBE
BELOW)

ANXIETY / NERVOUSNESS

OBSESSIVE / COMPULSIVE

PHOBIAS / FEARS

DEPRESSED MOOD

MOOD SWINGS

SLEEP DISTURBANCE

IRRITABILITY

ANGER / TEMPER TANTRUMS

HYPERACTIVITY

ATTENTION DEFICIT

EATING PROBLEMS

ELIMINATION PROBLEMS

OPPOSITIONAL / DEFIANT TO THOSE IN
AUTHORITY

ANTISOCIAL / DELINQUENT BEHAVIOR /
CONDUCT DISORDER

OVER SEXUALIZED BEHAVIOR

SOMATIC COMPLAINTS WITH NO KNOWN
MEDICAL CAUSE

ATTACHMENT DISORDER (EXPLAIN BELOW)

OTHER (EXPLAIN)

REASON FOR REFERRAL FOR TREATMENT/ EVALUATION: IN YOUR OWN WORDS, DESCRIBE THE CHILD/ADULT IN
NEED FOR MENTAL HEALTH SERVICES. PLEASE DESCRIBE SPECIFIC BEHAVIORS THE CHILD/ADULT IS EXHIBITING.

ADDITIONAL, COMMENTS

BEEN IN COUNSELING BEFORE?:

AVAILABILITY:
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