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REFERRAL FORM
Date of Referral: ______________ Patient Name: _______________________________
Age: _______   D.O.B______________ Gender: ____________   Race: _____________
Parent/Guardian (if applicable): _________________________Relationship: _______________
Address:______________________________________________________________________
Phone Number: __________________________Email: _________________________________
Insurance info: _________________________________________________________________
Service Location Request
· 8203 Harford Rd Parkville MD 21234 
                               or
· 6806 Holabird Avenue Dundalk MD 

Reason for referral (Why is this individual being referred for services)? 
· Mental health Services
· Mental Health Medication management
· Psychiatric Evaluation
· Psychotherapy
· Primary care Services
· PRP Services
· Medication Assisted Treatment (MAT) (Suboxone, Zubsolv, Vivitrol)
· Substance Use Disorder Treatment
· Partial Hospitalization Program (PHP)
· Intensive Outpatient Program (IOP)
Other Comments/Info: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Completed by___________________________________________ Date: __________________

Referral Source Name and Position: _____________________________________
Referral Source Signature: ____________________________________________
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