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PSYCHOLOGICAL/BEHAVIOR HEALTH SERVICES FORM

REFERRAL DATE:______________________
SERVICES DESIRED:   (Please check all services you are interested in)
( Medication Evaluation         ( Wraparound Evaluation           ( Wraparound Services                                                    ( Diagnostic Interview/ Initial Visit/Consultation

      ( Testing/Neuropsychological     
( Summer Camp Program      ( Therapy (individual)                 ( Social Skills Group Therapy
CHILD INFORMATION:

Last Name: 




First Name: 



  DOB: 


MA#: 




    SS#: 



 
 Sex: (M     (F 
Street Address:  









City, State, Zip:








County: 

    

Area in relation to Pittsburgh:  (North     (South      ( East      (West    (City

Referred by:  













Please describe why you wish your child to be seen for an appontment and the problem(s) or symptoms(s) your child is currently having:

_____________________________________________________________________________

_____________________________________________________________________________

____________________________________________________________________________

_____________________________________________________________________________

PARENT INFORMATION:

Marital status of parents:   (  Married/Together    ( Divorced       ( Separated/Never Married

Mother’s Name: 



 
 Father’s Name: 






Address: 





 Address: 







Home phone:  





Home phone: 






Work phone: 





Work phone: 







Cell phone:     ________________________             Cell phone:   ______________________________

Parent(s) occupation(s)_________________________________________________________________
Child is living with::   (both parents (together)
(mother**
(father**


            (splits time between parents**

( other**
Child is Adopted:       ( Yes         ( No
**Copies of any custody agreements or relevant Court Orders will need to be provided so that we know who is entitled to receive records and information. Information is required before an appointment can be scheduled.
Siblings/other who live in the chid’s home:
Name

                 Age    Relationship            Name                                 Age    Relationship

____________________ ____  _____________       _____________________ ___ ________________

____________________ ____ ______________      _____________________ ___ ________________

____________________ ____ ______________      _____________________ ___ ________________

BSU INFORMATION: (Base Service Unit)           ( NONE 
BSU Name: 





BSU#: 








Caseworker: 





CW Phone: 


  Fax: 



NAME 







_____  DOB: 

__________
SCHOOL INFORMATION:
School: 




__   School District: 



___________
Type of School: (Public ( Charter  (Parochial (Private   (  Home Schooling  (Other
Contact Person: 



____   Contact Phone/Fax #s: 


_____   
Special Education Administrator:  ___________________________________________________             
Class Type:   ( Regular classroom   ( Learning Support   ( Autism Support  ( Emotional Support
                      ( Life Skills               ( Other _______________________________ 
Does your child have an IEP/IFSP: (Yes     (No  
Does your child receive special services?      (SP     (OT     (PT
Does your child qualify for Extended School Year services (ESY)?    (Yes     (No

Current Grade:____________ Has your child repeated any grades?     (Yes     (No  Which?_________
PSYCHOLOGICAL EVALUATION INFORMATION:                    ( NONE  
Previous Eval Date:   
__________ Eval Done By:  



_ at ____________________
Next Evaluation Scheduled date – if known:  






_____
Current Mental Health Diagnoses:________________________________________________________ 
Previous Diagnoses: ___________________________________________________________________ 

Is your child aware of the diagnosis:      (Yes     (No 
MEDICAL INFORMATION:

Primary Care Physician:  



__ Phone/Fax:  

__ / 

_____
Address:  



______
City:  


State:  ____ Zip: 

 
Current Medications: __________________________________________________________________
____________________________________________________________________________________

Allergies: ___________________________________________________________________________
Specialists Seen:   (Devevelopmental Pediatrician   ( Genetric     ( Endocrinologist    ( Allergist
                              (Neuropsychologist    (Other: ______________________________
OTHER SERVICES BEING RECEIVED:           (NONE   
Private:   (Speech Therapy  (Occupational Therapy  (Physical Therapy

               (Individual Therapy  (Group Therapy   (Family Therapy   (Family-Based Therapy  
(Wraparound  -  Agency:  _________________Current Treatment  Plan Dates:____________________
                   (BSC     (TSS     (MT     BSC/MT Name/Phone#:_________________________________
INSURANCE INFORMATION:  Insurance info must be completed in order to process application
Primary Insurance:  





   ID#:  





Insured:  






   GR#: 





Policy Holder’s Name:_____________________________DOB:_________  SS#__________________

Secondary Insurance:  




  ID#:  






Insured:  






  GR#: 





 

Tertiary Insurance:  





  ID#:  






Insured:  






  GR#: 






PLEASE SEND A COPY OF ALL INSURNACE CARDS WITH THIS FORM – FRONTAND BACK.
____________________________________________________________    ____________________________

Signature                                                                                                           Date                                                 

 revised: 1/2012

