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Description automatically generated]                                                  Assertive Community Treatment (ACT) 
Referral Form 
Elevate CCBHC 
405 East 5th Street. 
Waterloo, Iowa 50703 
Office Phone: 833.370.0719 
Office Fax: 515.220.2272 
ACT Crisis Line: 319.348.3679 

REFERRAL SOURCE INFORMATION 
	Today’s date: 

	Contact Person:                                              Phone: 

	Agency:  

	Address:                              Phone:  


PATIENT INFORMATION
	Name:                                                                 Gender:

	Address:                                                 City: 

	State:                           Zip Code:                                                                                 Current Residency Type: 
☐ Has secure housing
☐ Lacks secure housing
☐ Homeless/Shelter
☐ Residential care facility
☐ Mental Health Institution
☐ Crisis Stabilization Center
☐ Currently Incarcerated

	Phone:                                      Social Security #:  

	County of Residence:                                           US Citizen:    ☐Y or ☐N

	Date of Birth:               Age:         Race:                                  Marital Status: 

	Ethnicity:          Preferred Language:                                Veteran Status: ☐Y or ☐N

	Primary                                                                                                                                                                                        Effective
Insurance:                                                       Policy:                 Date: 

	Psychiatric Diagnosis (ICD 10/Description): 


	Mental Health Provider/Agency Providing Diagnose: 

	Address:                                                   Phone: 

	If individual has a guardian, please provide name and contact information: No- But mother Karen assist with all medical appointments and providers to ensure Rachel is sharing all correct information as she likes to withhold information when meeting new people. 


	If individual has a case manager or IHH please provide name and agency information: 



	Hospitalizations/ED/Crisis Services utilized in the last 12 month:

	Please select needs identified:
☐ Develop/Maintain Daily Routine    ☐ Access Resources     ☐ Housing    ☐ Transportation   ☐ Case Coordination                             
☐ Substance Use (Avoidance/Reduction    ☐ Advocacy/Apply for Benefits    ☐ Crisis Intervention   ☐ Illness Education                      
☐ Independent Living          ☐ Medication Management      ☐ Support to family/Friends   ☐ Develop Natural Supports                           
☐ Interpersonal Skills    ☐ Physical Health       ☐ Symptom Management   ☐ Assist with Legal Issues

	Please provide any additional information that may be helpful (Needs, scheduling, interpreter needs, relevant history):
 




 


Please send all Referrals and Questions to:         referral-act@elevateccbhc.org
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