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           Samaritan Behavioral Health, Inc.
Summary of On-going Behavioral Health (BH) Treatment
Date of Referral: _________________
Referring Agency: ____________________________________________________________________
Referring Physician: __________________________________________________________________  
Patient Referred: _____________________________________________________________________



    (Last, First, MI)





(Phone)

        (Date of Birth)  

Parent/Guardian_______________________________________________________________________            



   (Name)






(Phone)


Date of SBHI Behavioral Health Evaluation:  _________________   Provider: ______________________
SUMMARY OF CLINICAL FINDINGS:

( Behavioral Health Services Provided by SBHI:  

(   Diagnostic Assessment


    



(   Psychiatric Evaluation /Pharmacologic Management
(   Medication Assisted Treatment
(   Individual / Group Counseling – Mental Health
(   Individual / Group Counseling – Substance Abuse



(   Case Management/Community Psychiatric Supportive Treatment (CPST) 

(   Occupational Therapy / Sensory Integration

(   Other _________________________
( Current SBHI Program Enrollment(s):  

(   Community Care – Miami County (937) 440-7121    
(  SBHI Preble County (937) 456-1915    


(   Community Care – Huber Heights (937) 440-7121
(   School Services (937) 734-8333
(   Integrated Care Solutions (937) 734-8333

(   Substance Abuse Services (937) 734-8333
(   Samaritan CrisisCare (937) 224-4646

(   YCATS (937) 734-8333
(   SBHI CAM (937) 734-9810    

Treatment Dates for this reporting period: ______________________________ Attendance: _________________
Treatment Focus and Progress: ____________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________
Thank you for this referral.  Please call with any questions regarding this summary. 
SBHI Assigned Provider: _______________________________________________________________________ 
      Name



Signature 

Credentials
        Date 

The information contained on this form is confidential, privileged, and exempt from discussion under applicable law and is intended only for the purpose of referral/continuity of care.  Any unauthorized review, use, disclosure, or distribution is prohibited.    

           Form revised 03-07-16
I verify that there is a current Authorization to Release Information for this agency/contact.





___________________________        ____________________________________________________________


SBHI Staff Name			SBHI Staff Signature                                                                Date








