
 Inspire Services, LLC Referral Form 
 

	

Type: internal external Service Requested: ARMHS  CRS Cust. Living CD   OP Psychotherapy 
    Psych. Eval/Testing (please indicate type of eval. requested below) 
Name:       Phone:       Sex M  F  DOB:       
Ethnicity:   Marital Status:  
Address:       City:       State:    Zip:       
Employment:             
Living Situation:        Email:       

INSURANCE INFORMATION: MUST INCLUDE PHOTOCOPY OF INSURANCE CARDS 
Social Security #:       MA#:       Spenddown:        
      
Medicare #:       Other Insurance:       (Obtain copies of all cards) 
     
Subscriber Name:       Phone:       Group:       ID#:       
        
Emergency Contact:       Phone:       Release:             
      
Case Manager:       Phone:       Release:             
      
Therapist:       Phone:       Release:             
      
Psychiatrist:       Phone:       Release:             
      
Primary Care Dr:       Phone:       Release:             
      
Guardian:       Phone:       Release:             
      
Guardian Address:       Date of Signed Consent for Tx:       
    
County of Responsibility:       Employment Status:       
    
Mental Health Dx:       Date of Dx Assess:       
*Dx must include ICD-10 Code 
Medical Dx:       
  
Medications:       
  
Allergies & Medical History (inc. infectious disease, operations, etc):       
  
Referred By:       Relationship:       
    
Reason for Referral:       
    
Hx of & Current Chemical Use:       
  
Last Psychiatric Hospitalization:       Location:       
    
Legal Status:       
  
Interests:       
  
Signs of Deterioration:       
  
Presenting Problem:       
  
Special Considerations:       

Please note: if referring for ARMHS, a current DA (within the past year) that meets MA documentation standards and specifies medical necessity must be 
included with this intake form.  If unavailable, Inspire Services, LLC will conduct a DA prior to service initiation.   You must sign a release provided in this 
packet allowing Inspire Services, LLC to obtain the most current DA.  
Please Fax to: 507-364-5908. 

        
SIGNATURE  DATE 

 



Release of Information
 

 
To disclose and/or exchange the following information:   

 
The purpose for the disclosure is to assist the staff with your assessment, treatment, and/or recovery, as well as any of the
following:   

 
I understand that communication of the items to be disclosed can occur:   
 
I understand that:   

I, Muhammad Abdullah (DOB: 1/1/1985), hereby authorize:

Inspire Services, LLC
1317 9th St NE
Montgomery, MN 56069

and Name:
Address:
Address:
Phone:
E-mail:
Fax:

     Y        N Accounts receivable/billing/collections
     Y        N Insurance Benefits
     Y        N Chemical Assessment/Summary
     Y        N Discharge Notes/Summary
     Y        N Progress Notes/Review
     Y        N Laboratory Reports
     Y        N Legal History/Court Service Records/Juvenile Court Records
     Y        N Psychological Testing/Evaluation
     Y        N Psychiatric Consultation
     Y        N Collateral Data
     Y        N Family Conference
     Y        N Emergency Contact
     Y        N RULE 25 Assessment
     Y        N Education/School Records
     Y        N Medical History/Treatment
     Y        N Initial Treatment Plan
     Y        N Violation of Chemical Use
     Y        N Reporting Abuse/Neglect to the Common Entry Point
     Y        N Other:

* Legal purposes, Application for Insurance, Insurance benefits ID/Claim Review, Assessment, Case Management, Treatment
Referred, Coordination of Services, Other

* Verbally, In Person, Written, by Mail, Fax or E-mail

* My health information is protected by federal regulations (Alcohol and Drug abuse Patient Records, 42 CFR Part 2; and/or
HIPPA, 45 CFR) and state privacy laws, and disclosure is allowed with my authorization except in limited circumstances.  I
understand that I may inspect and/or receive a copy of my records which are being disclosed.

* I may revoke this authorization (except to the extent that action has been taken in reliance on it) in writing to Recovery
Resources at the above address.

Client/Parent/Guardian Signature: Date:
Witness Signature: Date:

*Photocopies to be accepted in lieu of the original. *This release becomes invalid one (1) year from signature date.

Client:  Muhammad Abdullah  DOB:  1/1/1985
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Inspire Serivces, LLC
32298 State Highway 13
Montgomery, MN 56069

P: 507-364-5312
F: 507-364-5908
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