MCCFL Partner Referrals

MCCFL does not require referrals for services, however referrals can provide care continuity and improve a person’s

experience of care.

Referring Provider Information
Provider Name:

Clinic Name:

Contact (email, phone, fax):

Patient Information

Full Name:

DateofBirth: ___ /___/__

Phone Number:

Address:

Insurance (if known):

Language:

Reason for Referral (check all that apply)
[IDepression / Mood Concerns

[] Anxiety / Panic

[ Suicidal Thoughts or Behaviors

[J Substance Use

[ Psychosis / Hallucinations

1 Trauma / PTSD

U] Other:

Desired Services :

Risk Factors (check all that apply)

L] Danger to self or others (for urgent please call
Crisis: 888-877-9147)

[] Recent hospitalization

[] Serious impairment in function

[J Adolescent/ young adult with early signs of
psychosis

L] Other:

Priority Populations (check all that apply)

[CIPregnant Women

[1 Veterans and Their Families

[0 Women with Children

LI Unpaid Caregivers

O Individuals with HIV/AIDS or Tuberculosis
I Individuals at Risk of First Episode Psychosis
[ Individuals with Opioid Use Disorders

(] Other:

[1 Families and Children Ages Birth Through Five Years
[1 People Who Inject Drugs (IVDU)

[ Individuals with Intellectual or Developmental
Disabilities (1/DD)

1 New Diagnosis of Substance Use or Mental Health
Condition



Please attach (as available)

o Recent Progress Notes (last 3 months)

e Behavioral Health Assessment, if available
e Medication List, Allergies

o Current Problem list

Return to:

Via secure email: Referralcoordinators@mccfl.org

Fax:
541-386-6075 Hood River

541-296-9418- The Dalles & Sherman County

Crisis Line: (888)877-9147
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