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Southern Plains Behavioral Health Services
Referral Information



Date of Referral: ______________________			               Person Taking Referral: _______________________________
							
Name: _________________________________________________________________

Parent/Guardian: _________________________________________________________ 

Full Address: _______________________________________________ City _____________________ Zip Code_________________

[bookmark: Check14][bookmark: Check15]Birth Date:  ___________________   SS #: _______________________  Gender:    |_| Female        |_| Male

School attending: ___________________________________________  Grade__________________________

Phone:  Home____________________________
[bookmark: Check1][bookmark: Check2]							                 Okay to leave Message.    |_| Yes    |_| No
               Work ____________________________ 				
	
               Cell _____________________________ 	                                 Carrier:  AT&T   Verizon   Other: _______________________		
[bookmark: Check10][bookmark: Check11]Would you be willing to meet through Telehealth     |_| Yes  |_| No	 Email: ____________________________________________

Referring source: ____________________________________________________	

[bookmark: Check8][bookmark: Check9]Client aware of referral being made:  |_| Yes   |_| No            Insurance:  |_| Medicaid   |_| Private _____________________________

Reason for referral: ___________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

PHQ-9 Score________________   

[bookmark: Check3][bookmark: Check4]Have you and/or family received mental health services in the past?  |_| Yes     |_| No 
 
Is there anything that we have not asked that would be important for us to know? _________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: Check5][bookmark: Check6][bookmark: Check16]Type of service needed:      |_| Therapy          |_| Medication management          |_| Systems of Care

Contact made by and date:______________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________

500 East Ninth St.      Winner, SD 57580       (605)842-1465      (605) 842-2366 (fax)
www.spbhs.net

09/07/2021	                                  Strengthening Individuals, Families, and Communities
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