Rise Above Wellness Health Services, LLC
163 Pleasant St Ste 4
Attleboro MA 02703
P: 508 455 1126
F: 508 455 1058

Mental Health Services Referral Form
Date of Referral: ____________ Referral Source _________________Contact Phone # _______________ 
PATIENT DEMOGRAPHIC INFORMATION 
Patient’s Name _______________________________ Preferred name/pronouns___________________
Address (incl. zip code) __________________________________________________________________
Phone # ____________________ Email_________________________________DOB __/__/____ Sex __
Insurance Type and ID#: _________________________________________________________________
Subscriber and DOB, if different__________________________________________________________ 
Current Type of Housing (e.g., group home, sober home, own, rent): _____________________________ 
Legal issues requiring provider involvement? No Yes, details____________________________________
CLINICAL INFORMATION 
Reason for Referral____________________________________________________________________ 
Psychiatric Diagnoses (including substance abuse) ____________________________________________ 
Medical Diagnoses _____________________________________________________________________ 
Current medications____________________________________________________________________ 
Former patient of Rise Above Wellness HS? No Yes, details _____________________________________
History of violence? No Yes, details ________________________________________________________
History of suicide attempts or self-harm? No Yes, details _______________________________________
History of psychiatric hospitalizations? No Yes, details _________________________________________
History of hallucinations/delusions/paranoia? No Yes, details___________________________________
Current suicidal / homicidal thoughts? No Yes, details ________________________________________
Actively using drugs? No Yes, details_______________________________________________________

Signature of Referral Source ______________________________________ Date __________________
