
Southeastern Regional MH/DD/SAS
2003 Godwin Avenue
Lumberton, N.C.     28358

_______________________________________________________________________________________________________________________________________
FORM NO. AP NO.:HIM:0074/050302                                                                                      REQUEST FOR PSYCHIATRIC/MEDICATION EVALUATION

PATIENT:      

RECORD NUMBER:      

a.    Must include service, evaluation or
transfer
        being requested.
b.     Reason for above.
c.      Expected action time.
d.     Signed, dated and authenticated.

PREVIOUS DIAGNOSIS (if more than one):  __________________________________________________________________________________

________________________________________________________________________________________________________________________

CURRENT DIAGNOSIS:       __________________________________________________________________________

    DATE      REASON FOR REFERRAL     REQUESTED BY

     



Southeastern Regional MH/DD/SAS
2003 Godwin Avenue
Lumberton, N.C.     28358

_______________________________________________________________________________________________________________________________________
FORM NO. AP NO.:HIM:0074/050302                                                                                      REQUEST FOR PSYCHIATRIC/MEDICATION EVALUATION


