
                         Community Counseling of Bristol County 
In-Home Therapy and Community Support Referral form 

Please identify which service you are making a referral for.  Please call 508-977-8124 to notify that a referral has been 
sent.   Fax number 508-824-0111.  Please note that incomplete information may delay service delivery. 

 
Date of Referral: ____________________ 
 
Recipient Name: (Birth -21) ________________________Gender:  M or F  Date of Birth: _____________ Age: _____ 
MMIS Number: ___________________________    Identified Ethnicity_______________Phone Numbers: _____________________ 
                                                 _____________________ 
MassHealth Type (Please Circle):        MBHP    BMC (Beacon)        NHP (Beacon)          Other_________                  
                                      
Guardian(s) Name: ________________________ Relationship to recipient: ___________________ *Please identify if DCF custody 
Address:  _________________________________   Town: ______________________                              Chins ____    Legal ____  
Members of Household: ____________________________________________________________________________________________ 
 
Referral Name: ________________________        Referring Agency: ___________________________  
*If ICC, please provide updated CANS, safety plan and care plan.  *If Clinical provider please provide CANS and safety plan (if applicable) 
Referral phone: _________________________      Referral Address: ____________________________     
 
Please identify family’s preference for scheduling:  Weekday    Weekend     Both 
Details regarding availability: ________________________________________________________________________________________   
 
Diagnosis: 
Axis I __________________________________ 
Axis II __________________________________ 
Axis III __________________________________  
Axis IV __________________________________  
GAF Current ___  
 
Medications and dosage: ______________________________________________________________________________________________         
  
Reason for Referral (symptoms, behavioral/social/emotional functioning of recipient and family): 
_____________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
 
At risk factors and or safety concerns present (ex: fire setting, violence, running, substance abuse, etc) please describe: 
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________  
 
IHT Goals: __________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________________ 
 
Additional providers involved (please include name, number and agency of provider):  
 
PCP: 
DCF: 
DMH: 
DYS: 
School: 
TM: 
Therapist: 
Psychiatrist: 
School:                                       
(Special Education accommodations)   Y or N 
Court: 
Probation: 


