L CentraCare Behavioral Health 1900 CentraCare Circle Ste 2475 p: 320.229.5199 Ext 70520
= St.Cloud Hospital Adult PHP/IOP St Cloud, MN 56303 F: 320.229.5111

PROVIDER REFERRAL FORM
Adult Partial Hospitalization Program (PHP)

This form is for provider use only.

Today’s Date: From/Organization/Provider:

CLIENT REFERRAL INFORMATION:

Client’'s Name: DOB:

REASON FOR REFERRAL:

Suicidal Ideation Worsening Depression Med. Assessment/Adjustment
Increased Anxiety Anger Issues/Aggression Self-Injurious Behavior
Increased Behavior Problems Worsening Function Impairment

Other (Please Describe):

CURRENT DX:

Does patient have means of transportation to/from programming every day? (Yes) or (No)
(Adult PHP — Monday-Friday 8:30 a.m. to 3 p.m.)

Goals/Expectations of PHP:

PLEASE ATTACH THE FOLLOWING: Current diagnostic assessment, progress notes from the past
three months, any other pertinent information that would support a referral to the program. Once the
information has been received; the referral will be reviewed by the team and the patient will be contacted.

Please fax completed referral form and supporting documentation to
Adult Partial Hospitalization:
Attn: Kaileigh @ 320.229.5111

Confidential Notice: The information in the facsimile transmittal
is legally privileged and confidential information intended only
for the use of the individual or entity named above. If the reader
of this message is not the intended recipient, you are hereby
notified that any dissemination, distribution or copying of this
transmittal is strictly prohibited. If you received this transmittal
in error, please immediately notify us by telephone and return
the original transmittal to us at the above address via United
States Postal Service. Thank you.




