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Substance Use Services Referral Form
55 Providence Highway, Norwood, MA  02062  Ph: 781-769-2655  Fax: 781-769-2605
Client’s Legal Name: ____________________________      Known as:  ____________       DOB: __________
Gender Identity: Female:____ Male:_____ Transgender:_____ Other: _____    
Programs:   Individual Therapy   MAT   IOP   Recovery Coach    RSN    Group:_________
Language needed for service: _________________
Address: ______________________________________                     Cell #: _________________________
                ______________________________________                    Home #: ________________________
                ______________________________________                    Work #: _________________________
Guardian: _____________________________________                     Phone number: ___________________
Insurance ID: __________________________________                       SSN: __________________________
Primary Insurance:  MassHealth:     MBHP      Beacon (BMC, Fallon, Well force)   Tufts Network
Commercial:    BCBS of ______    Optum    Tufts    Beacon    Other ____________________
Policy Holder: __________________________________                     Policy Holder DOB: _______________
Secondary Insurance:_____________________________                   Secondary Insurance ID:____________
MH providers: please attach clinical assessment(s) and/or discharge summary
Referral Source Name: __________________________________                        Phone Number: __________
Referral Source Agency:_________________________________		        Email:____________________
Clinical Information:
Diagnosis/Diagnoses:______________________________________________________________________
Current Safety Concerns (SI/HI/Overdose Risk):   Denied  If yes, describe:___________________________
________________________________________________________________________________________
Immediate Need for Basic Necessities:_________________________________________________________
Current Substance Use:_____________________________________________________________________
Current physical/social/psychological Needs:____________________________________________________
Presenting Problem/Issue: ________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
Internal Office Use Only
Verified by: _____________________________________________     		Date: ________

Insurance Representative: ________________________________                            Phone #: _____________

General Mental Health Coverage:   Authorization Required?    Yes      No
                                                               Copay: _______          Deductible: ______          
Additional Information: _____________________________________________________________________

Benefit Information:________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please return via fax: 781-769-2605
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