Attn: Kate Riopelle, MSW, LADC, CCM
€ 617.762.8023 | kriopelle@elara.com

ELQ(Q g Coﬂﬂg Right Care * Right Time * Right Place
BEHAVIORAL HEALTH REFERRAL

Patient Name: DOB:

Address: Apt/Suite/Other:

City: State: Zip:

Patient's Phone #: Patient’'s SSN:

Person/Agency Referring: Phone #:

Insurance: Insurance ID #:

Primary Language: LI English 0] Spanish O Portuguese [ Other:

Recommended Frequency of Nursing: O BID O Daily O] Other:

Diagnoses: Medications (please attach med list):

Primary Care Physician: Phone #: Current Patient? JY [ON
Next Appt:

BH Clinician/Psychiatrist: Phone #: Current Patient? O Y [ON
Next Appt:

Date of Referral (today's date): Requested Start of Care Date:

Reason for Referring:

Fax this form to: Questions?
617.527.9300 callus: 866.672.2273
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