Southwestern Human Services
110 Fort Couch Road, Pittsburgh, PA 15241-1030
Phone (412) 831-8211    Fax (412) 831-8225
 REFERRAL FORM  
Referral Date: ______________
                             
Client Name: _______________________________________________________     DOB: _______________________________________
INS/MA#: ________________________________________________________        

Legal Guardian: ______________________________________________ Relationship to Member: _________________________________

Address: ______________________________________________________________________ Phone: _____________________________
Referral Source: ________________________________________________________________ Phone: _____________________________

Diagnosis 
Behavioral Health:_________________________________________________________________________________________________
Behavioral Health:_________________________________________________________________________________________________
Behavioral Health:_________________________________________________________________________________________________
Medical/Physical Health: ___________________________________________________________________________________________
Medical/Physical Health: ___________________________________________________________________________________________

Is there a current Psych Eval?  Yes ____ No____ If yes, by whom? ___________________________________ Date: __________________

IBHS Written Order: Yes ______ No______ If yes,is it Individual or ABA?  Individual hpm: BC______ BHT______MT________ 
ABA hpm: BA-ABA______ BC-ABA______ BHT-ABA______

Hospitalizations (where/when): _______________________________________________________________________________________

Current Medications (dosage) and Prescribing Doctor: _________________________________________________________________

IBHS transfer?  Yes ____ No_____ If yes, location, and dates:___________________________________________________

Past MH Services: __________________________________________________________________________________________________

Current MH Services: (including Case management) _________________________________________________________________________

CYF involvement:  Yes____ No_____   If yes, case worker: _________________________________   Phone number: __________________

School: ___________________________________________________       IEP:   Yes _____ No_____       Regular Attendance:    Yes_____   No ________    

Behavioral concerns at school: Yes_____    No_____    If yes, please explain: ________________________________________________________________

_____________________________________________________________________________________________________________________________

PCP: ______________________________________________________________   Phone number: _____________________________________________


Concerns: __________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________

________________________ __________________________________________________________________________________________________________________
Service Needs (Circle All That Apply)
Intake/Assessment              Medication Evaluation         Psychiatric Evaluation           Psychological Evaluation

Individual Therapy        Social Skills Group       IBHS           Group Therapy         Neuropsychological Evaluation



If no current WO, anticipated IBHS Services and level:  BC_____  BHT______  MT______   BA-ABA______  BC-ABA_____ BHT-ABA_____ 

Schedule of Availability:  Mornings          Afternoons              After school Hours             Weekends




For In office use only: EVS Done By: ___________________ Date: ______________ Eligible______ Ineligible______       CCBHO           FFS         VBH         HMO
2/20/26
