
BEHAVIORAL HEALTH REFERRAL FORM 

Referral Information:   Self-Referred  Date: ____________________________________ 

Referral Source (Name): ___________________________    Phone: __________________   Fax:___________ 

Address: ________________________________ City: ______________________ State: _________ Zip: 

____________   

Client Information: Marital Status: _________________ Race/Ethnicity:_____________ Gender:________ Age:_____  

Client’s Name: __________________________________ DOB: __________________   SSN: ____________________ 

Address: __________________________________ City: ____________________ State: _________Zip: _______ 

Phone: ___________________________ Cell: _____________________ Email: ________________________________  

Veteran ____Yes ____No           Homeless ____Yes ____No  

Parent/Guardian: __________________________________ Address: _________________________________________ 

Day Phone: ____________________ Evening Phone: _____________________ Relationship: _____________________  

Reason(s) for Referral_________________________________________________________________________________ 

Insurance Information:      
Medicaid 
Medicare       
Medicaid/Medicare
None      

Medicaid /
Medical Assistance#_________________________

FILL Form and PRINT PRINT to Complete by HandMSSN
INTAKE & REFERRAL FORM
Nonclinical student and family support coordination.

Complete and print, or print to complete by hand.

MSSN support requested (select all that apply)

Attendance & school reengagement

Student-support needs assessment

Family stabilization & resource navigation

School-family communication & engagement

Behavioral-health referral coordination

Community resource connections

Care & cross-agency coordination

Trauma-informed school support

Student voice & leadership opportunities

Family workshops & resource events

Referral follow-through & service linkage

Other MSSN support (describe above)

1 North Charles Street, Suite 220, Baltimore, MD 21201  |  443.529.9083
Questions / return instructions: call 443.529.9083  |  info@reachmaryland.com

Referral requests are subject to provider review, eligibility, availability, and applicable requirements.


	Date: 
	Referral Source Name: 
	Phone: 
	Fax: 
	Zip: 
	Address 1: 
	City: 
	State: 
	Client Information Marital Status: 
	RaceEthnicity: 
	Gender: 
	Age: 
	Clients Name: 
	DOB: 
	SSN: 
	Address: 
	City_2: 
	State_2: 
	Zip_2: 
	Phone_2: 
	Cell: 
	Email: 
	Veteran: 
	Yes: 
	ParentGuardian: 
	Address_2: 
	Day Phone: 
	Evening Phone: 
	Relationship: 
	Reasons for Referral: 
	Medicaid#: 
	Medicaid: Off
	Medicare: Off
	Medicaid / Medicare: Off
	Self-Referral: Off
	None: Off
	Homeless (No): 
	Homeless (Yes): 
	MSSN - Attendance and School Reengagement: Off
	MSSN - Student Support Needs Assessment: Off
	MSSN - Family Stabilization and Resource Navigation: Off
	MSSN - School Family Communication and Engagement: Off
	MSSN - Behavioral Health Referral Coordination: Off
	MSSN - Community Resource Connections: Off
	MSSN - Care and Cross Agency Coordination: Off
	MSSN - Trauma Informed School Support: Off
	MSSN - Student Voice and Leadership Opportunities: Off
	MSSN - Family Workshops and Resource Events: Off
	MSSN - Referral Follow Through and Service Linkage: Off
	MSSN - Other MSSN Support: Off


