
                                      BHRS Referral Form 

Date completed: ____________________________  

Referral Source: ____________________________ 

Location 

 

North Hills Penn Hills South Hills    Butler 
 

Client Information 

 

 

Prescriber Information

 
 

What are the presenting behaviors?  ________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

  

Child’s name: _____________________________________________________________________________ 

MA # ______________________________ DOB  _______________   Age  ____________ 

Social Security # _____________________________________ 

Parent/Caregivers names: _____________________________________________________________ 

Home address: ____________________________________________________________________________ 

Residing county:      Allegheny    Butler      Washington     Westmoreland    Armstrong   Beaver 

Home phone: _____________________________     Alt. phone: _________________________________ 

E-mail address: __________________________________________________ 

Race:  ______________________      Religion:  ______________________    Language: _________________ 

Service coordinator: _____________________________________________________________________ 

Contact number:  ____________________________      Agency:_____________________________________ 

VBH County Rep:  __________________________________________________________________________ 

 

  

Prescribing Psychologist: _____________________________________________________________ 

Primary diagnosis:  __________________________________________________________________ 

BHRS prescription:  _________________________________________________________________ 

  

Page 1 

Please fax completed referral form to the FCDC intake line  

at: 412.347.3237 



 

 

School Information 

 

 

 

 

 

 

 

 

 

 

What services has your child received/does receive? 

 

Current 
Service: _____________________________ Agency: _____________________________________________ 

Contact person: _____________________________ Phone:  __________________________ 

Service: _____________________________   Agency: _____________________________________________ 

Contact person: _____________________________ Phone:  __________________________ 

Service: _____________________________ Agency: _____________________________________________ 

Contact person: _____________________________ Phone:  __________________________ 

 

History  
Service: _____________________________ Agency: _____________________________________________ 

Service: _____________________________ Agency: _____________________________________________ 

Service: _____________________________ Agency: _____________________________________________ 

 

      Staff Schedule 
Mon: _________________________________________________________________________ 

Tues: _________________________________________________________________________ 

Wed: _________________________________________________________________________ 

Thurs: _________________________________________________________________________ 

Fri: _________________________________________________________________________ 

Sat: _________________________________________________________________________ 

Notes: _________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 

  

Residing school district: ______________________________________________ 

School: _________________________________________________ 

Grade: _________________________________________________ 

IEP: _____  yes _____  no District: _____________________________________ 

Contact person: _____________________________    Phone:  ____________________________ 
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________________________________________________________________________________ 

Name of insured (parent under whom the child is covered) 
  

 
________________________________________________________________________________ 
Type of insurance, specify the plan (e.g. Highmark Blue Cross Blue Shield, PPO Blue) 
  

 

Effective                                      yes         no   

 

 

If applicable, self funded           yes         no 

 

Authorization required              yes no   




______________________________________ 

If applicable, plan area 

 
  
________________________________________________________________________________ 
ID number 
  

 

 
________________________________________________________________________________ 
Group number 
  

 

_______________________________________           ____________________________________ 

_______________________________________           ____________________________________ 

_______________________________________           ____________________________________ 

Contact information on the back of your card (i.e. phone number and corresponding department) 
 

 

 
_______________________________________           ____________________________________ 
Annual renewal date (e.g. every January)                    If applicable, effective date 

 
  

Private Insurance Information for Act 62 
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______________________________________ 

Name 

Office use 

Act 62       yes           no     unable to determine  


