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Client Full Name:

Client Information

DOB:

Address:

Home Phone: Cell Phone: Permission to leave
a message?

Y

Gender: Class Member:

N

Y N

Y N

Y N

Guardian Home Phone: Guardian Cell Phone:

Outpatient Therapy Case Management

Interpreter services needed?: Language spoken by client?:

Address:

Guardian Name:

Fax: Email:

Safety concerns (Domestic Violence, Anger/Aggression)?

Is this a self-referral?

Organization: 

Phone:

Refferant Name:

Service requested:

If yes, please specify:

Y N

Y N

Substance Abuse?

If yes, please specify:

Legal Issues?

Preffered Provider:

Y NIs the client in crisis? Y NWas crisis information
given?

Referral Source Information

110 Main Street, Suite 1509, Saco ME Office: 207-640-4400 Fax: 207-640-4474 info@ccbhmaine.com

Client Goals for Seeking Services (If unknown please add N/A)



Y N

Primary Diagnosis

Diagnostic Code: Diagnostic Name:

Secondary Diagnosis

Diagnostic Code: Diagnostic Name:

Diagnosing Clinician: Date of current diagnosis

Other disorders of clinical attention:

Is there a known current diagnosis?

Diagnosis Information

PLEASE FAX COMPLETED FORM TO:

Community Choice Behavioral Health LLC.

207-640-4474

Insurance/MaineCare ID #:

Insurance Information

Date Referral Received: 
(Office Use Only)

Social Security Number:
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