Dickinson Center, Inc.
PSYCHIATRIC REHABILITATION PROGRAM
9 Main Street, Bradford, PA 16701

Referral/Admission Information
Telephone:  (814) 362-7464                                                            Fax:  (814) 368-9756
Name: _____________________________                  Referral Date:___________________
Address:____________________________                  BSU:__________________________

  ____________________________                  SS#:___________________________
Birth date:__________________________                   Phone #:________________________
Education:__________________________
                Employment:____________________
MA ID #:___________________________
Current MH/ID/D&A Services (Please state agency and all services provided): ________________________________________________________________________________
________________________________________________________________________________

Prescribing Psychiatrist:_______________________________ Telephone:____________________

Primary Care Physician:_______________________________ Telephone:____________________

Allergies:________________________________________________________________________
Primary MH Diagnosis:_______________________________________________________________________
Please include the following:

· Copy of the benefits letter/income statement from SSI, SSD, SS, or Public Assistance
· Copy of all insurance cards – Medical Assistance, Medicare, Private Insurance

· Recommendation form for Dickinson Center Psychiatric Rehabilitation Program signed by a physician/psychiatrist
Contact Person:__________________________________ Relationship:_____________________

Address:____________________________________ Telephone:___________________________
Referral Source:__________________________________________________________________
Address:____________________________________ Telephone:___________________________
Reason(s) for Referral: (Recipients must have moderate or severe difficulties in functioning in at least one of the following domains as a result of their mental illness:  vocational, social, educational, living and wellness and chose to attend the program.) ________________________________________________________________________________
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

DCI staff only
Intake Interview Date:________________ Time:______________ Caseworker:_______________________ Admission Date:_________________________ Type of Admission:________________________________

Target Population:____________________________ 

Type of Payment:_____________________________ MA #:______________________________________

Monthly Income Source:_______________________ Monthly Income:______________________________










Revised: 3/4/16
