[image: image1.png]



RTS Services Unlimited, II 
Office: 678-604-7458  ~    E-Fax: 404-521-4527


RTS Referral Form 
Program: (check one)





Referral Date__________________
Adult Mental Health Services  FORMCHECKBOX 
   

Child & Adolescent Mental Health Services  FORMCHECKBOX 

Substance Abuse (Private-Pay)  FORMCHECKBOX 

Insurance: (check all that apply)

Medicaid   FORMCHECKBOX 
     Blue Cross Blue Shield  FORMCHECKBOX 
    Cigna  FORMCHECKBOX 
  Aetna      Humana/Humana Military  FORMCHECKBOX 
     Tricare-west  FORMCHECKBOX 
        
Consumer’s name____________________________ DOB__________SS#_______________  
Phone_______________________________________________________
Address __________________________________________________ Zip:_______________
Consumer lives with  __________________________________________________________ 
Relationship_________________________________________________________________
Guardian name ___________________ Age_______________________________________  
Guardian address_________________________________  Zip:________________________
 Does Family receive Medicaid? No (  )  Yes (  )  Medicaid #.________________________________________
Insurance Info:_______________________________________________________________
Is Consumer on medications? No (  ) Yes (  ) if yes, please list:_________________________________________________________________________

Why is the Consumer being referred to the program?
___________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________
Behaviors:

Anger ___ 
ADHD ____

Homicidal ____

Schizophrenic ___

Impulsive ___  
ODD _____

Terroristic____ 

Bipolar____
Disruptive ___
Defiant ____

Probation ____

Moody____
Depression ___
Suicidal ____

Homeless ____

Other: ____
___________________________________________________________________________
Offense Type: _________________________________Currently on Probation? (  ) Yes (  ) No

Probation Officer_____________________ Phone_____________ Date of Referral_________
Referring Agency:_________________________  email address:____________________
Contact Number:____________________ Fax:________________

	For Office Use Only: Referral Source:____________________

Date of Receipt:____________________  Signature:___________________________________
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