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BHIS Referral Form

Individual Referred: ____________________________Referral Date:_____________________

Individual Address: _____________________________________________________________

Date of Birth: __________________________ Age: ______ Sex: _________________________

Managed Care Company: _______________________MCO #: ___________________________

School and Grade: ______________________________________________________________

Axis I Diagnosis: ________________________________________________________________

Therapist Name/Company: _______________________________________________________

Therapist Address/Phone: ________________________________________________________

Parent(s) Name: ________________________________________________________________

Parent Phone #: ______________________________ Email: ____________________________

Referral Source:________________________________________________________________

Referral Phone #: ______________________________ Email: ___________________________

Reason for Referral and any additional information: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please return to: Referral Department, First Resources Corp.
Email:  referral@firstresources.us	
Phone: (641) 682-2800
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