                  
[image: C:\Users\kbranch\Desktop\Logo.png]
COLLABORATIVE CARE REFERRAL FORM
	Name:
	Date of Birth:

	Address:
	City:

	Phone:
	Zip Code:

	Guardian (if applicable):



Behavioral Health Provider:
	
	Child & Adolescent Behavioral Health
	
	
	Coleman Health Services
	
	
	CommQuest Services
	
	
	Phoenix Rising



	
	Summit Psychological Associates
	
	
	AVO
	
		
	TASC 



	
		
	Other (identify):



	 
	 
	
	       
	



Other Entities:
	
	Aultman Alliance Community Hospital
	
	
	Aultman Hospital
	
	
	Aultman Massillon
	
	
	Cleveland Clinic Mercy Hospital



	
	Court (identify):
	
	
	Stark Board of DD
	
	
	Other (identify):
	



	Release of Information Attached?
	
	Yes
	
	No


If no release of information is attached, what is the plan to ensure it is secured prior to the Collaborative Care Meeting: 

_____________________________________________________________________________________________________________________

	Diagnoses:
	

	

	



	Reason for Referral:
	(include interactions with above agencies/providers)

	

	

	

	

	

	
What has been attempted: (i.e., contacted the mental health provider, talked to counselor, psychiatrist, etc.)

	

	

		

	


Attach additional pages as needed.
	Organization/Person Making Referral:
	

	Phone:
	
	Email:
		


		

Fax to: Coleman Crisis @ 330.452.3875
FORM - 1

image1.png
\l STARK COUNTY
JJ Q Mental Health &
Addiction Recovery




