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5411 Old Frederick Road, Suites 13 & 14 * Baltimore MD 21229 *410-744-8100 * fax: 410-744-2530
Adult PRP Referral Form
Client’s Name:  ________________________
Date of Referral: _______________

Phone Number: __________________________________________________________
Address: ________________________________________________________________

Client’s Date of Birth: ____/____/____

MA#:  ________________________

Client’s SS#: _____________________
Does the client have a Legal Guardian?           Yes            No

If yes, please share the guardian’s contact information and describe the client’s need to have a guardian: ________________________________________________________________________________________________________________________________________________________________________________________________________________________



Reason for Referral: Please identify specific behaviors/issues of concern to be addressed. ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Axis I Diagnosis: _________________________________________________________

Axis II: _________________________________________________________________

Axis III: ________________________________________________________________

Axis IV: ________________________________________________________________

Axis V: GAF __________

Is this Client Currently Prescribed Any Medications?  If so, Please List Below:

________________________________________________________________________

Person Making Referral: ___________________________________________________

Agency: ________________________________________________________________

Referent’s Contact Number: ________________________________________________

How Often Do You Meet With The Client For Therapy? __________________________

Is The Client Comfortable With Receiving In-Home PRP Services?    Yes        No
Please Identify Three Essential Needs/Goals That You Would Like PRP Services to Focus on With This Client:
1. _________________________________________________________
2. _________________________________________________________
3. _________________________________________________________

Please Include a Copy of the Client’s Current Treatment Plan with This Referral.
Additional Comments/Concerns: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please Note: Once the referral is received by National Pike Health Center, our PRP staff will contact the client/family to schedule a screening visit.  As the referent, you will be notified by PRP staff as to the date of the screening and the disposition/expected start date for services.  If a person is declined for PRP services, you will be notified as to the reason services have been declined.  

Referrals for National Pike Health Center’s PRP program are not complete until authorization for services have been obtained through Value Options.
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Date Referral Received: ________________________________________________

Date Contact Made with Client/Guardian: __________________________________

Staff Signature: _______________________________________________________
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