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200 North Greensboro St., Suite C-6, Carr Mill Mall
Carrboro, NC 27510
Phone: 919.962.4919
Referral Fax: 984-974-9646
Date of Referral: ______________________
Referral Source Name:__________________		Referral Source Phone:_________________

[bookmark: _GoBack]
Center for Excellence in Community Mental Health Referral Form (STEP Clinics)
Name:______________________________________	DOB:______________	Age:________________
Address:______________________________________________________________________________
County of residence:___________________	Gender:_____ Race:_____  Marital Status:_________
Phone:______________________________   UNC Medical Record#:____________________________
Does patient have private insurance? Yes/No 
If Yes - Insurance Name: _______________________________ Policy #:___________________________
Does patient have Medicare or Medicaid? Yes/No
If Yes – Medicare#_______________________________ or Medicaid #___________________________
(If no insurance, advise patient call Sarah Cooper, Financial Counselor 984-974-3931 to apply for Charity Care)
Reason for Referral: Symptoms/Services requesting (psychiatric services, therapy, enhanced services) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current or Past Substance Use? Yes/No (Explain) ___________________________________________
Current or Past Legal Problems? Yes/No (Explain)_____________________________________________
Current Treatment Provider  -  Name:_________________________________	Phone:_____________
If no current treatment, last treatment was with: Name:____________________________________________ Year:_____________________________
Current Medical Problems? Yes/No (Explain)_____________________________________________________________________________
History of MR/Developmental Disabilities/Special Needs?______________________________________
Current/Previous Mental Health Diagnosis: __________________________________________________________________________________________________________________________________________________________________________
Current Medications
	Medication
	Dose

	
	

	
	

	
	

	
	

	
	

	
	



Number of Past Hospitalizations: __________ When was most recent hospitalization? _______________
Location of most recent hospitalization: _______________________
Appointment Location Preference (Circle):          Carr Mill Clinic	   or	Neurosciences Hospital
Appointment Time Preference (Circle): 		Morning 	or	Afternoon
(For Center Use Only):
First Disposition:  □MD Appt.	□ CCA	 Date/Time:___________MD/Clinician:________________
Second Disposition: □ACTT	□CST	□Med Mgmt	□Ind. Therapy 
□Other (Describe) _____________________________________________
□ Copy of referral form given to clinician/MD who will be seeing patient?
□ Referral Source contacted with disposition 
Notes:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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