Dickinson Center, Inc.
PSYCHIATRIC REHABILITATION PROGRAM
Referral/Admission Information
Telephone:  (814) 274-0977                                                     Fax:  (814) 274-0979
Name: _______________________________ BSU:________________ Referral Date:_________
Preferred Name: ___________________________
Address: ______________________________ SS#:___________________________

  ______________________________ Phone #:________________________
Birth date:________________ Employment:_____________ Insurance: _____________________
Education: ___________________________ Tentative Admission Date: _____________________
Previous MH/MR/D&A Services:_____________________________________________________
________________________________________________________________________________

Concurrent MH/MR/D&A Services:___________________________________________________
________________________________________________________________________________

Prescribing Psychiatrist:_______________________________ Telephone:____________________

Primary Care Physician:_______________________________ Telephone:____________________

Allergies:________________________________________________________________________
Primary MH Diagnosis:_____________________________________________________________
Current Medications:_______________________________________________________________
________________________________________________________________________________

Contact Person:__________________________________ Relationship:_____________________

Address: ____________________________________ Telephone:___________________________
Referral Source: _________________________________________________________________
Address: ____________________________________ Telephone:___________________________
Reason(s) for Referral:_____________________________________________________________
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

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

Target Population:____________________________ 

Type of Payment:_____________________________ MA #:______________________________________

Revised 8-12-10


