	WESLEY SPECTRUM AUTISM SERVICES REFERRAL FORM


Program of interest
BHRS

Wonder Kids

Creative Arts
              I-STAP
Child’s location
North Hills

Penn Hills


South Hills


County

Allegheny
           Beaver
         Butler             Washington       Westmoreland
	
Client Information


	Name:
	Date of birth:

	Social Security Number:
	Medical Assistance Number:

	Race:
	Religion:
	Language:
	Gender:

	Commercial Insurance:
	ID number:


	Parent/Caregiver Information

	Parent/Caregiver name (s):

	Address:

	Home phone:
	Cell phone:

	E-mail address:


	School Information

	School:
	Residing school district:

	Grade:
	IEP                Yes                    No


	Service Coordinator

	Name:
	Agency:

	Phone number:
	Fax number:


	BHRS

	Agency:
	Plan of care dates:

	Clinician:
	Phone number:

	Child/Family Availability:




* If child is currently enrolled in BHRS, please note that a referral cannot be completed without the plan of care dates.
	Prescriber

	Name:

	Agency:

	Autism Diagnosis:
	Prescription:


Please fax completed referral form to the intake line at 412.347.3237 or e-mail it to autism@wesleyspectrum.org
