
Child and Adolescent Services 
UNIVERSAL REFERRAL FORM 

DMH  
 

 
Referrer’s name: Title: 

Agency: Phone 
Address:  

Referral to:  Service needed:  
Client name: Date: 
DOB/Age: Soc. Sec. # 
Current Placement: Contact name: 

Contact Phone: Admit date 
Home Address: 
Parent/Guardian: Home Phone: 
Work Phone Cell Phone 
Address (if Different) 
2nd Parent/Guardian: Home Phone 
Work phone: Cell Phone 
Address (if Different) 

Sibling/Age Sibling/age 
Sibling/Age Sibling/Age 
Sibling/Age Sibling/Age 

Current Insurance: Policy # 
Diagnoses: 

School: Contact person: 

Grade IEP/504 Plan 
DMH Case Mgr.  DSS Case worker 

Probation Officer  

Other Providers: 

 
Goals:  

Comments: 
# of Units Per Months Per Week Total 

Approved By: Signature: 

 
For use by accepting agency only 
Assigned To: Date Assigned: 

Assigned By: Signature: 
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