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Referral Form  

 

Date of Referral ___________________ Referring Provider & Number_____________________ 
  

Patient Information  
Patient’s Name ________________________________________________________________  
Address (incl. zip code) _____________________________________________________________  
Home Phone # ____________________ Cell Phone # ____________________  
Social Security # ___________________________   DOB __/__/____  
Sex _______ Race ______________ Marital Status: Single Married Divorced Widowed  
Insurance Type & Number ______________________________________________________ 

Transportation? No   Yes    
CLINICAL INFORMATION 
Reason for Referral 
__________________________________________________________________________ 
Diagnosis (list confirmed if known, if not list suspected) Primary Psychiatric Diagnosis 
__________________________________________________________________ 

Psychiatric History (hx) and Treatment (please check appropriately) 

Hx of violence?   No  Yes  

Hx of suicide attempts?  No  Yes  

Current suicidal / homicidal thoughts?   

Does patient have a current outpatient mental health provider? No Yes  

Internal documentation: 

Referral given to (Mosaic Clinician) ________________________________________________ 

Mosaic Appointment scheduled _____________________________________________________ 

External Referral given to __________________________________________________________ 

External Appointment scheduled____________________________________________________ 


