
 

Referral Form 2  6/4/07 

 
SUMMIT VIEW RESIDENTIAL TREATMENT REFERRAL 

COMMUNITY AGENCY & SELF-REFERRAL 
 
 
Referring Agency:     Contact Person:   
Email Address:           Phone Number:  
Date of Referral:        Fax Number:   
Mailing Address:            
    Address   City   State  Zip Code 
___________________________________________________________________________ 
 
Client Name:    
SSN:   DOB:   Sex: 
Client’s Current address:  
Address:         

  Street Address  City   State  Zip Code  
 
Reason for referral: 
 
___________________________________________________________________________ 
 
For boxes checked yes, please attach or include detailed information: 
 
Client is under some form of criminal justice supervision:    Yes  No  Unknown 

Are there open cases or pending charges:     Yes  No  Unknown 

Any prior treatment:        Yes  No  Unknown 

Any current treatment:         Yes  No  Unknown 

Any screening, differential/diagnostic assessments completed:    Yes  No  Unknown 

Any mental health or medical diagnosis:      Yes  No  Unknown 

Any medications:        Yes  No  Unknown  
 If yes, please list:  

Specialized needs identified:        Yes  No  Unknown 
 
Other attachments:          Yes  No 
(If yes, please identify.) 
 
 
 
Other relevant information:     
 
 
 

 

 

Criminal Justice Services 
Treatment Division 
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