New Horizons Treatment Center
Psychosocial Rehabilitation Service
                                                                                      Intake Referral 
Name of Referring Individual:  ____________________________________________________
_______   Self          _______  Guardian      ________ Agency   ________ Medical Professional
Contact Information for Referring Individual: 


Address: _________________________________________________________________


Telephone:  _______________________________________________________________

Client Information:    ( □ Same as Above)    
Name:  ____________________________________________________________________

Address:  _________________________________________________________________________
Telephone:  ________________________________________________________________
Birthdate:  _________________________   Social Security Number:  ______________________

**Sexual Orientation/Gender Expression:  ________________________________________

Does Client have a current CCA for PSR service?  Yes _____   No   _______
Guardian Contact Information:  (□  N/A)_________________________________________________
_________________________________________________________________________________


Medicaid Number:  ________________________           Insurance Carrier:    WellCare  
  Healthy Blue   
                                                                                                                                       United Beh. Health
   Trillium           



                                                                                            Carolina Complete   Amerihealth  
Has the client ever attended PSR before?__________ If so how long? ______months ______ years
Admitting Diagnoses:     ________________________________________________________
                                      _______________________________________________________




  _______________________________________________________

Presenting Problem(s): 








_________________
Medications:  ____________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Needs: __________________________________________________________________________________
________________________________________________________________________________________

________________________________________________________________________________________

Strengths: 








_____________________________
Has the client ever been hospitalized due to mental health symptoms:   Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 
 

If yes, list locations and date of admissions below:

_________________________________________________________________________________

Other Services Currently Receiving  (Name, Address & Phone Number):
Medical Doctor: 









_________________
________________________________________________________________________________________
Therapist:  ________________________________________________________________________

___________________________________________________________________________

Psychiatrist:  ______________________________________________________________________

_______________________________________________________________________________

Any previous evaluations or assessments (if applicable): 



________________
Behavior Concerns: 







_____________________________
________________________________________________________________________________________________________________________________________________________________________________
Safety Concerns: 






___________________________________
_____________________________________________________    _______________________
Signature of Referral Source






Date

New Horizons Treatment Center - 2013

