Referral Form                                            	             Southern Plains Behavioral Health Services
500 E. 9th Str.
Winner, SD  57580
Phone:  842-1465  Fax:  842-2366


Staff taking referral: _____________________________Date:_________________Time:___________
Person making the referral: _____________________________________________
Is the client aware this referral is being made?  Yes____   No____  
Name of Client: _____________________________   Date of Birth: ______________   Sex: M/F
SS Number: _____________Mailing Address: _____________________________________________ 
Phone Number: _________________   Mother’s first name: ______________________
Parent: ______________________________   Guardian: _________________________
Primary Care Physician: ___________________________________________________
Name of Clinic/Hospital making referral: ______________________________________ 
Is referral currently at an inpatient facility:   Yes __ No __ Inpatient facility contact staff: ______________
(Fax last progress note, history, physical and med list) Yes____   No ____
PHQ-9 questionnaire completed?  Yes ____ PHQ-9 Score _____   No ____ 
Anticipated Payment Source:
___ Title XIX	 ___State Contract      ___Self Pay/Private      ___Other 3rd party

Nature of Problem:



___________________________________________________________________________________________
What school does the student attend: _____________________________________________________________
Type of service needed		Therapy__________ Med mgmt __________Both _______
Currently on any mental health medications?  Y/N If yes, please list medications:_____________________________  ___________________________________________________________________________________________
Contact made by and date:

Updated 8/2018 lc
