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Behavior Consultation & Psychological Services, PLLC
Agency Referral Intake Form

	Last Name:     
	First Name:     
	MI:     

	Social Security #:      -     -     
	Medicaid #:      -     -     

	Date of Birth:      /     /     
	Gender  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female  


	Emergency Contact:      
	Relationship to Client:       
	Phone:      


	REFERRAL INFORMATION

	Referring Agency:     
	Care Coordinator/ Contact Person:      

	Contact Phone:     
	Contact Email:
     

	Our agency provides behavior consultation and behavior plans through Specialized Consultative Services (T2025) and Specialized Consultative Services-BCBA (T2025-HO). The number of hours needed during a plan year for services and the type of services provided will depend on the client’s needs and will be communicated to the care coordinator in the response to this referral form.

	Other Agencies Serving this Client: 
     
     
     


	HOME/FAMILY INFORMATION

	Identify any individual/agency which has legal permission to be notified regarding psychological evaluations, behavior plans, or other services provided by BCPS for this client (i.e. family member, group home staff, etc.):

     

	Client resides at-- Street Address:     
	Apt or Box #:     

	City     
	State        
	ZIP     
	County     

	Contact Person:     
	Phone Number (     )     -     


	FUNDING SOURCE

	 FORMCHECKBOX 
 INNOVATIONS WAIVER
 FORMCHECKBOX 
 OTHER
DOES THIS CLIENT HAVE ANOTHER PRIMARY INSURANCE?  FORMCHECKBOX 
YES   FORMCHECKBOX 
NO
If Yes, please provide the policy information needed to submit claims through this insurance prior to billing Medicaid.      

	Additional Comments/Information regarding billing:      


	MEDICAL/HEALTH INFORMATION

	During the course of providing services, we may need to contact physicians or any providers who also serve this client to develop a treatment plan that is comprehensive and addresses the unique needs of the client. Please identify below any Providers that serve the client. When collaboration is appropriate, we will provide the client/client’s guardian with a “Consent to Release Medical Information” form which will need to be completed prior to making contact with providers. If you have any questions, please notify your BCPS provider.

	List any physicians or other providers who serve this client OR provide a list along with this form.

	Provider Name
	Service Provided
	Phone # 

	     
	     
	(     )     -     

	     
	     
	(     )     -     

	     
	     
	(     )     -     


	List all medications currently used: (include non-prescription, herbal medicines and supplements) OR provide a list along with this form.

	Medicine
	Dose
	Frequency
	Who Prescribes

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Please list any allergies, including medication allergies/sensitivities:

	     


	Briefly describe the services you are looking for (i.e. behavior plan and follow up, consultation & training, etc.) and indicate the level of need and severity of behaviors (i.e. self-injurious? Aggressive towards others? Head-banging? Elopement?) in order to help us estimate the amount of service hours needed during the plan year.

	     



The above information has been provided by         to Behavior Consultation &






(agency/person filling out form)

Psychological Services, PLLC on        _ for use by BCPS, PLLC providers & staff to aid in providing 




      (date information provided)
psychological services for _     _. I attest that the information provided is accurate 




           (client name)

and if any changes arise, they will be communicated to BCPS, PLLC in a timely manner.
Relationship to Client:         Date:       
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