
VISION HEALTHCARE SERVICE INC.
PSYCHIATRIC REHABILITATION PROGRAM
6600 York Road, Suite 206 Baltimore, MARYLAND 21212
                                         Phone: 410-377-0154   Fax: 410-377-0130 E-mail: info@visionhealthcare.org

PROGRAM REFERRAL FORM

Client Name_________________________    Date_____________    Sex M/F      Race:_________________

DOB_________________  SS# _______________________       Marital Status________________________

Current Address ________________________________________________ City _________________________

State _____________________________        Zip Code_______________      Phone #______________________

Minor-Parent/Guardian Name___________________________________________________

Emergency Contact ___________________________________       Phone _______________________________

Address__________________________________________ City __________________  State/Zip_____________

DSS/DJJ Involvement Yes/ No       DSS/DJJ Worker’s Name __________________________ Phone #________


Referral Diagnosis                                                                                   Diagnosis Code
____________________________________                                           _____________________________(Axis 1)

____________________________________                                          ______________________________ 

Reason for PRP Referral (Clinical, please identify specifics) __________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Referral Source:_______________________________________________________________________________

Referring Therapist Name: ___________________________________    Therapist Phone__________________

Referring Agency Address:______________________________________________________________________

Short Term Goals______________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

Long Term Goals:_____________________________________________________________________________

_____________________________________________________________________________________________

MA# ____________________________ Insurance Co___________________________ Policy#_______________   
 

Therapist Signature: _____________________________            Therapist Printed Name:_____________________________
& Credentials                                                                                    & Credentials



