
I~ REFERRAL FORM 

Please Type or Print Legibly CLIENT AND FAMILY INFORMATION 
Client's Name I Date of Birth (mm/ddlyy) I Social Security Number I Medicaid Number 

Parent/Guardian Name 

Telephone Number I Mailing Address 

I Referred T 0 

Address: 

From (name of person making referral): 

Agency: 

Address: 

Reason for Referral/Notes to Referral Agency: 

LIST SERVICES AUTHORIZED 

Rate Authorized: 

[] Applicable Medicaid Rate [] Up to ___ Dollars 

[] Per Contract [] No Payment Authorized 

If on Medipass or HMO, indkate authorization number 

Medipass/HMO #: 

Expiration Date: 

Response to Referral Originator: 

DH 5065, Apr 98 
(Obsoletes previous edition, which may not be used.) 
Stock Number: 5744-000-506S-9) 

I Title: 

Referring Person's Signature 

Resoondent's Sianature 

I Telephone Number: 

Date 

Date 

Distribution of Copies: 
WHITE & YELLOW- To Referral Source 
PINK - Retained by Referring Agency 


