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SUD Referral Form

To type within the SUD Referral, please single (left) click within the grey underlined box and start typing. 

Referral Date:      
Client Name:      Gender: Male FORMCHECKBOX 
 Female FORMCHECKBOX 
 DOB:      
Medical Assistance #:      ​​​ Race:      
Address:       Zip code:       Phone:      
Legal Guardian (if minor):       Relationship (to minor):      
Legal Guardian Address (if different from above):      
Home Phone:       Cell Phone:       Work Phone:      
Referring Agency/Therapist (Please note if referral is for self and not issued by a licensed clinician):      Credentials:      
Phone:       Fax:       Email Address:      
Primary Care Physician or Medical Clinic:       Address:       Phone:      
Please list DSM-5 Diagnoses and Codes / ICD-10-CM (If there is a mental health diagnosis):
     
Diagnosis Given By:       Date:      
Please check Reason for Referral and Symptoms and Behaviors and describe in detail:

 FORMCHECKBOX 
Medical/Somatic:      
 FORMCHECKBOX 
Legal/Incarceration:      
 FORMCHECKBOX 
Substance Abuse, client or family:      
 FORMCHECKBOX 
Social/Interpersonal Skill Development:      
 FORMCHECKBOX 
Illness Management:      
 FORMCHECKBOX 
Family Support:      
 FORMCHECKBOX 
 Other:      
1) Is client on medication?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No.  Please list medication and dosage:      
2) History of hospitalizations:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No. Please indicate place and date of hospitalization:      
3) How did you hear about us?      
4) Number of admissions to SUD treatment:      
5) Type of substance?      
6) Has the client been diagnosed with a substance use disorder? If so, which disorder?      
7) Total years of use?      
8) Route of administration?      
9) Frequency of usage?      
10) Current use; How long has the client consistently been using this substance?      
11) Age of first substance use?      
12) Date last used?      
13) Is the client currently experiencing withdrawal symptoms?      
14) How high or low are current withdrawal symptoms?      
15) Please check which level of care is client seeking: 

Level 1        Level 2.1       
 Referral Source’s Signature/ Credentials: ________________________________________
11419 Cronridge Drive Suite 11

Owings Mills, MD 21117

Phone: (443) 660-8011 Fax: (443) 660-7128

Email: leadingbyexamplellc@gmail.com
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