Connections for Kids
Community Support Services

Outpatient Therapy

470 Forest Ave, Suite 300

Portland, ME 04101

207-854-1030 X. 118

Fax # 899-4623
Auburn (ALTC)______  Caribou_______Hiram______Houlton____Portland ____
Referral Form
Confidential Document

Client’s  Full Name:  ____________________________________________________________________

                                   Last                                          First                                    Middle

Address: ______________________________________________________________________________
Phone: _______________________________________

Referral Source(s):     ___________________________________________________________________

       Name

Agency

Address

Phone Number

Legal Guardian:______________________________________Phone Number:_____________________

Occupation/Education:___________________________________________________________________
Diagnostic code:   _______________________________    SS#  __________________________________

DOB: _________________                                             Maine Care # ____________________________
Gender:  M or F            Marital Status:  S         D       M
Current Medications: ____________________________________________________________________

Brief Medical History:  ___________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________

Brief Psychiatric History (include history of suicidal gestures, attempts): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Type(s) of Services Receiving (Check all that Apply):

(   Family Therapy
(   Individual Therapy
(   Family Education
(   Parenting Support

Brief Family Composition and Living Arrangements:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health Insurance Information other then Maine Care
Company

Policy Number

Group Number

Insured’s Name

      DOB

Address
______________________________________________________________________________________
Insured’s Employer                                                       Relationship to client

__________________________________

________________

Person Completing Form
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