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Outpatient Therapy Referral Form
Client Name: _________________________________      Sex:  _________       DOB: __________
Address: __________________________________________________________________________________
Guardian: _____________________________________                      Phone number: _____________________
Insurance ID: __________________________________                       SSN: ______________________________
Primary Insurance:  MassHealth:     MBHP      Beacon (BMC, Fallon, Well force)   Tufts Network
                                    Commercial:    Aetna       BCBS of ______      Cigna      Harvard Pilgrim  
                                                               Tufts         UBH         Other __________________________________
Policy Holder: __________________________________                     Policy Holder DOB: __________________
Address: ______________________________________                     Cell #: ____________________________
                ______________________________________                      Home #: __________________________
                ______________________________________                      Work #: __________________________

Referred by: __________________________________                        Phone Number: ____________________
Presenting Problem/Issue: ____________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

[bookmark: _GoBack]*MH providers: please attach clinical assessment(s), recent CANS, current treatment plan*
Internal Office Use Only
Verified by: _______________________________________     Date: ________

Insurance Representative: _____________________________     Phone #: ________________

General Mental Health Coverage:   Authorization Required?    Yes      No
                                                               Copay: _______          Deductible: ______          
Additional Information: ______________________________________________________________________
Please return via fax:774-628-9657
image1.png
Northeast
Family
Services




