Positive
Steps

One Step af aTime

Positive Steps LLC

5710 Bellona Ave

Suite 102

Baltimore, MD 21212
410-878-6404

Fax: 410-779-9147
www.positivestepslic.org

Please fax to 410-779-9147

Psychiatric Rehabilitation Program Referral Form

Client Name: Date of referral:

SSN: Gender:

Medical Assistance #:

Race:

DOB: Age:

Home Phone: Cell Phone:

Address:
City:
State:
Zip:

Legal Guardian (if applicable):

Work Phone:

Relationship:

Living Situation:

Primary Diagnosis:
Axis I:

Axis II:

Axis III:

Axis IV:

Axis V:

Diagnosis given by:
Date of diagnosis:

Is there documentation to verify this diagnosis? Yes
Is the client currently receiving therapy? Yes

Medications:

Reason for Referral (check all that apply):
[CJBehavior/Conduct Challenges [JEmotional
[IFinancial Instability [[ILegal/Incarceration
[CJRelational Conflicts [JSexual Abuse
DSuicidal/Homicidal

PRP Services Requested (check all that apply):
[CJAdaptive Resources

[JEducation/Vocational Training

[Jself-Care Skills

[IPsychiatric Inpatient/Detention Center Support
[JPromotion of Wellness, Self-Management, & Recovery

Internal Use

o

[CJEducational Problems
[[IMedication Mismanagement [IPhysical/Emotional Abuse
[ISocial/Interpersonal Challenges [ _]Substance Abuse

[CIcrisis Intervention
[JHealth Promotion
[JSocial Skills

[[JSocial Relationships & Leisure Activities

No
No

O

[CJEmployment Instability

|:|Dangerous Behaviors
[independent Living Skills



Symptoms and Behaviors/Risk Behaviors (check all that apply):

[JAnxiety/Panic [JAttachment Problems [ |Depressed [JFire Setting [ JHomicidal Ideations
[JHopeless/Helpless [JHyperactive Jimpulsive [(irritable [isolative
[CJLying/Manipulative [(DManic Mood [JObsession/Compulsion [ ]Oppositional Defiant [CJPhysical Aggression
[JProperty Destruction [ _JRunning Away []Self-Care Deficit [JSelf-Injurious Behavior [ |Separation Problems
[JSexually Inappropriate [ ]Social/Withdrawal [CIstealing [JSuicidal Ideation [Trauma-related
[JTruancy [J Verbal Aggression

Referring Therapist (must be a licensed therapist):

Name: Credentials: Email:

Phone: Fax: Agency:

NPI number:

Therapist Signature: Date:

If LMSW or LGPC, please add your supervisor's name and NPI number:

Supervisor Name/Credentials:

Supervisor NPI:

Internal Use



If LMSW or LGPC, please add your supervisor's name and NPI number: 


Supervisor Name/Credentials: ____________________________________________


Supervisor NPI: ________________________________________________________


