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SUBSTANCE ABUSE REFERRAL FORM
107 E. 25th Street Baltimore, MD 21218 | Office: (410) 558-0019/0032 | Fax: (410) 366-2108 | Email: info@awlllc.org 

DATE OF REFERRAL:   /  /    
	Client’s Name:      
	DOB:   /  /    
	Age:      

	Address:      

	City:      
	State:      
	Zipcode:      

	Home Phone:      
	Social Security #:      
	MA#:      

	Please indicate:

	Sex:  FORMCHECKBOX 
Male    FORMCHECKBOX 
Female
	Ethnicity:      
	Marital Status:  FORMCHECKBOX 
Single    FORMCHECKBOX 
Married    FORMCHECKBOX 
Divorced


LEGAL CUSTODIAN:

 Is child with the birth parent:  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No (If no please present one of the following documents)

IMPORTANT:  A LEAGAL DOCUMENT MUST BE PRESENTED AT TIME OF INTAKE TO SHOW GUARDIANSHIP:

 FORMCHECKBOX 
Court   FORMCHECKBOX 
DSS   FORMCHECKBOX 
Notarized letter stating your guardianship with at least on birth parent signature.
	Name:      
	Relationship:      
	Work Phone:      
	Home Phone:      

	Address:      
	City:      
	State:      
	Zip:      

	Marital Status:  FORMCHECKBOX 
Single    FORMCHECKBOX 
Married    FORMCHECKBOX 
Divorced    FORMCHECKBOX 
Remarried    FORMCHECKBOX 
Separated


REFERRAL SOURCE:

	Agency:      
	Contact Person:      
	Therapist Name:      

	 If a client is referred for MM only, they  need  to be in therapy. You  must verify you have a current and active  Licensed from   M d Board Examiner Lic # :              Licensed holder must fax over Picture ( use yourAgency ID / Driver Lic Picture with this referral. ( Prevent Fraud)

	Email Address:      
	Phone:      
	Ext:      
	Fax:      

	Address:      
	City:      
	State:      
	Zip:      


MOST RECENT MENTAL HEALTH TREATMENT

	Currently being treated?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

	Agency:      
	Therapist’s Name:      

	Address:      

	City:      
	State:      
	Zip:      
	Phone:      


Criteria for Admission (PLEASE CHECK ALL THAT APPLY AND COMMENT WHERE CHECKED):
 FORMCHECKBOX 
Unable to care for physical needs in age appropriate manner:      
 FORMCHECKBOX 
Severely impaired concentration or thought organization:      
 FORMCHECKBOX 
Requires help in basic living skills:      
 FORMCHECKBOX 
Inability to establish or maintain personal social support system:      
Client Name  :              DOB:_     _ 

 FORMCHECKBOX 
A clear, current threat to the individual’s ability to be employed or attend school:      
 FORMCHECKBOX 
An emerging/ impeding risk to safety or property of the individual or of others:      
 FORMCHECKBOX 
Less treatment was not sufficient to prevent deterioration and/ or stabilize the disorder

 FORMCHECKBOX 
From inpatient to community setting, there is clinical evidence that less intensive

 FORMCHECKBOX 
Therapy will not be sufficient:      
Request for: (Please check all that apply) Other information may be requested for additional services.

 FORMCHECKBOX 
PRP ON/OFF SITE
 FORMCHECKBOX 
HOUSING SUPPORT
 FORMCHECKBOX 
ADVOCACY


 FORMCHECKBOX 
EMPLOYMENT SUPPORT
 FORMCHECKBOX 
ONE TO ONE (TBS)
 FORMCHECKBOX 
EDUCATIONAL SUPPORT

DSM V BEHAVIORAL DIAGNOSIS 

	DSM-5

	Behavioral 

	Diagnostic Category:      
	Code:      
	Description:      

	Diagnostic Category:      
	Code:      
	Description:      

	Diagnostic Category:      
	Code:      
	Description:      

	Medical

	Diagnostic Category:      
	Code:      
	Description:      

	Diagnostic Category:      
	Code:      
	Description:      

	Diagnostic Category:      
	Code:      
	Description:      

	Social elements Impacting Diagnosis ( Check all that apply)

	 FORMCHECKBOX 
None
	 FORMCHECKBOX 
Problems with access to healthcare services 
	 FORMCHECKBOX 
Housing problems (not homelessness)
	 FORMCHECKBOX 
Problems related to the social environment

	
 FORMCHECKBOX 
Education Problems
	 FORMCHECKBOX 
Problems related to interactions with legal system/crime
	 FORMCHECKBOX 
Occupational problems
	 FORMCHECKBOX 
Homelessness

	 FORMCHECKBOX 
Financial problems 
	 FORMCHECKBOX 
Problems with primary support groups
	 FORMCHECKBOX 
Other psychological and environmental problems
	 FORMCHECKBOX 
Unknown 

	
	
	
	

	Functional Assessment 

	Date of Diagnosis:  :      
	Assessment Measure/Score:  :      

	Measure:      
	 Name and Title :      


Client Name                  DOB_       
SOCIAL ELEMENTS IMPACTING DIAGNOSIS (Check all that apply)
	 FORMCHECKBOX 
None
	 FORMCHECKBOX 
Problems with access to healthcare services
	 FORMCHECKBOX 
Housing problems (not homelessness)
	 FORMCHECKBOX 
Problems related to the social environment

	 FORMCHECKBOX 
Educational problems
	 FORMCHECKBOX 
Problems related to interaction with legal system/crime
	 FORMCHECKBOX 
Occupational problems
	 FORMCHECKBOX 
Homelessness

	 FORMCHECKBOX 
Financial problems
	 FORMCHECKBOX 
Problems with primary support group
	 FORMCHECKBOX 
Other psychological and environmental problems
	 FORMCHECKBOX 
Unknown


FUNCTIONAL ASSESSMENT

	Date of Diagnosis:   /  /    
	Assessment Measure/Score:      

	Source of Diagnosis:      
	Name & Title:      


	PRESENTING COMPLIANT:      



	HISTORY OF PRESENTING PROBLEMS:      



Signature/Title







Date
AUTHORIZATION DATE:    /  /     TO   /  /    
AUTHORIZATION NUMBER:      
# OF UNITS AUTHORIZED:      
REFERRAL TAKEN BY:      
DATE REFERRAL GIVEN TO OMHC DIRECTOR:   /  /    
DATE ASSIGNED TO THERAPIST:   /  /    
THERAPIST NAME:      
Updated 10/2019
Updated 10/2019

