Health Referral Form

Section A:  Referral Information 

From:  






SBHC (name)

Address:   












City:  




State

Zip

Phone




Section B:  Outside Referral Information 

Referred to:  












Address:  












City:  




State

Zip

Phone




Section C:  Client Information

Patient ID#:  






DOB





Patient’s Name:  











Address:  












City:  




State

Zip

Phone




Insurance 




ID#






Group #





Effective Date

/
/


Insurance  




ID# 






Group # 




Effective Date 
/
/


Section D:  Provider Information

Reason for referral and outside provider findings (or sent written report to the SBHC listed above):

Section E:  Client Consent

I consent to the release of the above information, including medical, mental health or dental records including all information related to the diagnosis and treatment of HIV/AIDS, sexually transmitted diseases, mental illness and drug or alcohol abuse that has been obtained in the course of my diagnosis and treatment.  I understand that such information cannot be released without my consent, except in a medical emergency, audit, or court order as defined by the laws of HIPAA.  This release complies with state law.

Date


Signature of patient/parent/legal guardian (circle one)



