
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

REFERRAL FORM 
Date: SS#: 

RID#: 

Client Full Name: DOB:                  Age: 

Home Number: Work Number: 

Client Address: City:            State:             Zip: 

Parent/Guardian (if applicable): Parent/Guardian Phone: 

Parent/Guardian Address (if different): City:            State:             Zip: 

Referred by: Phone Number: 

 
8091 Randolph Street 

Hobart, IN  46342 
 

Phone: (219) 942-5590 
Fax: (815) 301-8797 

Referral Information

Reason for Referral or Desired Service(s): 

Medical Information

Current Diagnoses: Physician/Psychiatrist: 
 
 
Location: 
 
 
Phone: 

Current Medications and Dosages: 

Any relevant medical or health information: 

Funding/Insurance Information

⁪  Medicaid            ⁪  Other          
⁪  Medicare 
⁪  Private Insurance 
⁪  Medicaid Waiver __________(specify) 
     
 NOA Date(s) effective from ________to________   
    Case Manger_________________________ 
     Phone______________________________ 
     Email ______________________________ 

Name of Policy Holder: 
 
 
SS# of Policy Holder: 
 
 
DOB of Policy Holder: 
 
 

Insurance Co. Name: 
 
 
Insurance Phone:  
 
 
Policy #: 
 
 
Group #: 

Additional Information

Please include any other relevant information: 


