
PROVIDER REFERRAL
FORM

F A X :  ( 5 1 3 )  2 6 1 - 6 9 5 9
E M A I L :  R E F E R R A L S @ B B H S . O R G

F A X :  ( 5 1 3 )  2 6 1 - 6 9 5 9
E M A I L :  R E F E R R A L S @ B B H S . O R G

Q U E S T I O N S ?
( 5 1 3 ) 8 9 6 - 7 8 8 7

Referral Information

Financial Information

Services Requested

Provider Information
Name: ____________________________________________

Agency/Hospital: ___________________________________

Email: ___________________________________

Phone: __________________________________

Name: ______________________________________

Date of Birth: ________________________________

Address: ____________________________________

____________________________________________

Hospital Referrals Only

SSN: ________________________________________

Phone _______________________________________

Parent/Guardian ______________________________

Other Contact # _______________________________

Insurance Provider ____________________________

Member ID/Policy # ____________________________

Secondary Insurance Policy#____________________ 

Household Income (Monthly) ____________________

# Persons in Household: ________________________

# Persons in Household under 18: ________________

Information ________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Individual/Group Outpatient Therapy

Integrated Care Management (Health Now)

Psychiatric Evaluation/ Pharmacologic Mgt

Home-Based Senior Services

Vocational Services

Intensive Home Based Therapy (WINGS)

Early Childhood Services (0 - 8 year old)

Mobile Response and Stabilization Svcs (MRSS)

School Based Services

Home Based Services (children)

Client currently inpatient? Yes No If yes, date of discharge? ________________

Discharge Summary attached? Yes No
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