Referral Form

REFERRING ORGANIZATION INFORMATION (If Applicable)

Referring Person
Date

Referring Organization (If applicable)
Phone

INSURANCE INFORMATION

O Amerigroup O TowaTotal Care O Molina Healthcare of Towa O Private Insurance O Other (IME)

Insurance Company: Policy Number:
Medicaid Number:

Policy Holder Name: Group Number:

MENTAL HEALTH INFORMATION

Current Mental Health Provider(s)

Current Waiver(s) (if applicable) Child's Mental Health Diagnosis
Child’s Name Date of Birth

Legal Sex (O Female O Male
Child’s Address

Phone
Parent 1 Name O Custodial ) Non-Custodial
Address
Phone Email
Parent 2 Name O Custodial O Non-Custodial
Address
Phone Email
Legal Guardian O Custodial O Non-Custodial
Address
Phone Email
Primary Language

Additional Information (Please indicate current providers, reason for referral, etc.)

Please return this form to tcrandall@orchardplace.org or fax at (515) 697-5701
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