SOUTHEASTERN REGIONAL MH/DD/SAS
2003 GODWIN AVENUE
LUMBERTON, NC 28358

NORTH CAROLINA DIVISION OF
MH/DD/SAS

CONSUMER NAME:

RECORD NO.:

INSTRUCTIONS:

1. Must be completed when
transferring or referring a
consumer to another
program component.

INSTRUCTIONS: COMPLETE ALL BLANKS AND ROUTE TO SUPERVISOR FOR REVIEW. INCOMPLETE FORM WILL NOT BE PROCESSED
DATE OF REFERRAL/TRANSFER: CIRCLE ONE DATE OF LAST CONTACT:

DIRECTIONS TO HOME (REQUIRED FOR CASE MANAGEMENT)

PROGRAM REFERRED FROM:

PROGRAM REFERRED TO:

REASON FOR TRANSFER/REFERRAL: (PROBLEMS/NEEDS)

COURSE OF TREATMENT/HABILITATION: (SERVICES PRESENTLY RECEIVING)

CONDITION ON TRANSFER/REFERRAL: (STABLE, UNSTABLE, INPATIENT, DETOX, ETC.)

CURRENT DIAGNOSIS: (AXIS I-V; NUMBER AND NAME)

MEDICATIONS: (LIST ALL W/ DOSAGE)

CLINICIAN SIGNATURE
DATE ACTION TAKEN: ASSIGNED TO:
ACCEPTED: CLINICIAN’S INI/DATE:
DENIED: REASON:
NOTE: CASES ARE NOT TRANSFERRED UNTIL ALL APPROPRIATE
PROGRAM SUPERVISOR ASSESSMENTS/ADDENDUMS/FORMS HAVE BEEN COMPLETED BY NEW

PROGRAM COMPONENT.

AP FORM NO. HIM:0005/092900

TRANSFER/REFERRAL FORM




