
Momentum Services, LLC 
50 Parkwood Drive  Chambersburg, PA 17201  Ph: (717) 262-2183 Fax: (717) 262-2486 www.mymomentumservices.com 

Helping Today……Building Tomorrow 
 

SERVICES REFERRAL SHEET 

ALL SECTIONS ARE REQUIRED: IF THEY DON’T APPLY, PLEASE WRITE N/A 

CONSUMER NAME: ____________________________________________________ AGE: ________ 
LEGAL GUARDIAN(S): ___________________________________________________________________ 
ADDRESS: ____________________________________________________________________________ 
PRIMARY #: (______)__________-__________       SECONDARY #: (______)_______-___________ 
DATE OF BIRTH: ______/______/_________ SOCIAL SECURITY #: ________-________-___________ 
MA #: ________________________________     IS THERE OTHER INSURANCE:          YES          NO        
COMPANY NAME: ___________________________ ID #: _____________________________________ 
GROUP #: ____________________  PHONE #:  ______________________________________________ 
SUBSCRIBER’S NAME: _______________________________________ RELATIONSHIP: ______________ 
SUBSCRIBER’S ADDRESS: ________________________________________________________________ 
PRIMARY #: (______)__________-__________        SECONDARY #: (________)_______-__________  
SUBSCRIBER  DOB: ______/______/________  SUBSCRIBER SS#:  ________-________-__________ 
PRESENTING CONCERNS/SYMPTOMS: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

ANY RECENT MENTAL HEALTH HOSPITALIZATIONS:    YES   NO    WHEN:__________________________ 

WHERE:______________________________ REASON: ________________________________________ 

CURRENT SERVICES IN PLACE: FAMILY BASED     CASE MGMT        D&A TREATMENT     RESIDENTIAL 
TSS BSC/MT  COUNSELING     MED MGMT       PARTIAL    INPATIENT     FOSTER CARE 
CURRENT PROVIDER: ______________________________ DISCHARGE DATE: ______/_______/______ 
SERVICES REQUESTED FROM MOMENTUM:   COUNSELING      FBMHS       MED MGMT       WRAP      EVAL 
REFERRED BY (NAME): __________________________________________________________________ 
PRIMARY CARE PHYSICIAN: ____________________________________ PH#: _____________________ 

**COURT ORDERED EVALUATION REFERRALS NOT ACCEPTED**                                                                       
**WE REQUIRE PROOF OF 6 MONTH SOBRIETY FOR ALL NOTED D&A HISTORY** 

___________________MOMENTUM SERVICES STAFF ONLY_________________ 

DATE  RECEIVED: _________________________                  
DATE/TIME OF FIRST OFFERED APPOINTMENT: ________/________/________       ____:_____ AM/PM 
DATE INTAKE SCHEDULED: _______/________/_________ TIME: ____:_____ AM/PM                              
STAFF SCHEDULED WITH: ________________________                                                                             
EVALUATION REQUEST DATE: _________________________                                                                             
DATE EVALUATION SCHEDULED: _______/________/_________ TIME: ____:_____ AM/PM 
EVALUATION SCHEDULED  WITH: ________________________________________                     
REASON FOR EVALUATION: _____________________________________________________________ 

PROCESSED BY:________________________________________ DATE:_______/_______/_________ 
DEMOGRAPHICS ENTERED BY:__________________________________DATE:_____/______/________ 
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