
MID-OHIO PSYCHOLOGICAL SERVICES, INC. 
624 East Main Street 
Lancaster, Ohio 43130 

740-687-0042/Fax 740-687-6677 
 

REFERRAL FORM 
 

Name of Client _____________________________ Date of Referral  _____________________  

Name & Agency of Person Making Referral: _________________________________________     

       Street:__________________________________City_____________________________ 

 State: ______________    Zip ______________  Phone: __________________________ 

Current Placement/Address of Person Requiring Services: _______________________________ 

Street _________________________________ City_____________________________ 

            State _____________    Zip ______________ Phone ____________________________ 

Current Placement: [ ]  Group Home [ ]  Foster Care  [ ]  Nursing Home                   

[ ] Detention     [ ] Jail   [ ] Other/Specify                      

County Where Proposed Client Currently Resides ___________________________________ 

 

Agency/Person Legally Responsible for Client: _______________________________________     

 Contact Person: ________________________________________________________  

Agency Name: _________________________________________________________ 

Address: ______________________________________________________________ 

County:  _________________________________ Phone: _________________________   

Agency/Person Who Can Provide Background Information:                                                            

 Contact Person:_________________________________________________________ 

 Agency Name: __________________________________________________________ 

Address:         ___________________________________________________________ 

County:     ___________________________   Phone: ___________________________  

 

Date of Birth of Proposed Client: ______________  Age _________ SS#  _________________ 

Gender:  Male/Female     Marital Status: S/M/D/W 

Race:   White/Black/Asian/Pacific Island/M Alaskan/Native American/Unknown 

Ethnicity:  E-Not Hispanic or Latino/A-Puerto Rican/B-Mexican/C-Cuban/D-Other Hispanic 

Family Size:  __________________________________________________________________ 



mopsreferralform.forms_p.wpd                        

Monthly Gross Income of Family: _________________________________________________    

Payment Arrangements:    [ ]Medicaid     [ ]Medicare     [ ]Self-Pay     [ ]Insurance     [ ]Grant 

Insurance/Grant Name: _______________________ Policy # ______________________   

   Subscriber’s Name: ______________________ SS#: ____________________________ 

*Please attach copy of current medical card 

Is This Referral Court Ordered?  [ ]Yes    [ ]No 

  Which Court:   __________________________________________________________   

     Address:  ______________________________________________________________   

Probation/Parole Officer: _________________________________________________ 

Services Being Requested: 

 [ ]  Mental Health Screening 

[ ]  Counseling Type: _____________________________________________________ 

[ ]  Group-Which Group: __________________________________________________ 

[ ]  Assessment of What: __________________________________________________ 

[ ]  Medication/Somatic 

Specific Reasons for Requesting Services:                                                                                             

                                                                                                                                                            

                                                                                                                                                            

                                                                                                                                                      

Urgency:  [ ] Emergency (is in immediate crisis, which may result in danger to self or others--client 
should be taken to Emergency Services rather than referred to Mid-Ohio Psychological 
Services, Inc.) 

 
   [ ] Urgent (client requires immediate intervention to avoid decompensation of behavior.) 
 

                 [ ]   Routine (client requires services, but will not likely decompensate significantly if 
    not seen within seven days.)   

For Office Use Only:    
Date Authorization Materials Received ______________________ 
Appointment Offered (date/time) ________________________   Therapist ____________________________ 
Appointment Scheduled (date/time) ______________________   Therapist ____________________________ 
Client ID Assigned: ____________________________________    [ ] ?On Site Services [ ]  Off Site Services 
Program Enrollment: [ ] General     [ ] Jail        [ ] Court  Diversion      [ ] Juvenile Court     [ ]  Scioto County  
       [ ] ?Forensic   [ ] AOD    [ ] Sex Offender             [ ] Anger Management    [ ] Other (specify) 
Will this case be:       [ ] Full Service           [ ]  Screening Only 


