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Member Name:_______________________________ Member  DOB:

Member ID # : Admission  Date:

Provider Infor mat ion
 

Provider/Facility  Name:

Address:

NPI  #: TIN  #:

Attending Psychiatrist Name:

Contact Name (If Q uestions):

Contact Phone  #:

ICD-10  Diagnosis:

Service Request
 

Number  of  Months
 

Total Number of Units
 

* Please attach the Screening/Admission note including reason for referral; 
immediate clinical/other service needs; admission diagnoses (Axis I and Axis II) 
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