Value Options/TBS Coordinator
Fax 1-877-502-1044
Dear TBS Coordinator
:

Date of Referral: _______________
Re:
REQUEST FOR TBS SERVICES 

1) CONSUMER INFORMATION:
Consumer Name: ____________________________            MA #: _________________
DOB: _____________________________________
 SSN #: ________________
Name of person/organization with custody of child:

Parent/Guardian’s name and contact information:

Name: 
Address: 

Phone Number:
2) Client’s Diagnosis:

Axis I: _________________________
Axis II: _________________________

AxisIII: _________________________

Axis IV: ________________________

GAF: ___________
3) PURPOSE OF REFERRAL:
Presentation of problem with detailed description of increased presenting issues/behaviors occurring in the home and precipitating factors related to the increase if known:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Brief summary of client’s behavioral history:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Goals of service and how TBS will be beneficial:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Any additional information including interventions and programs already in place for client including current mental health provider:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4) PROPOSED PROVIDER INFORMATION: 

Change Health Services Provider MA #: 404096100
TBS Program Director: Christa McGonigal, LCSW-C 
410-233-1088, (C) 410-487-4571
Referring Clinician Name/ Credentials__________________________________________ 

Signature______________________________________ Contact Number: ______________
Supervising Clinician Name/ Credentials (as needed see note) _____________________________

Signature___________________________________________
Attach Psycho-social Assessment to referral letter
PAGE  
Note: Referral must be completed/signed by an independently licensed clinician (LCPC, LCSW-C, PhD, MD, CRNP, or APRN)


