A BETTER LIFE COUNSELING SERVICES, LLC

Referral – Mental Health Support Services for Adults

2107 Electric Road, SW Suite #101

Roanoke, Virginia 24018

Phone:  540-915-9596            Fax:  540-904-7424

Email:  ablcounseling@cox.net
Referral Date                                       MA#       
Client Name       Age       Race      

Address       Apt.            City        State              Zip       

SS#       Male  FORMCHECKBOX 
Female  FORMCHECKBOX 
 D.O.B.      
School       Grade       

Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 

	PLEASE CHECK ALL  THAT APPLY:

	 FORMCHECKBOX 

	Drug and Alcohol Disorders
	 FORMCHECKBOX 

	Attention Deficit Hyperactivity Disorder
	 FORMCHECKBOX 

	Conduct Disorders
	 FORMCHECKBOX 

	Domestic  Violence Issues

	 FORMCHECKBOX 

	Anger Management/Frustration
	 FORMCHECKBOX 

	Money Management
	 FORMCHECKBOX 

	Separation Anxiety Disorders
	 FORMCHECKBOX 

	Parenting Skills

	 FORMCHECKBOX 

	Insight into Dynamics of Probation
	 FORMCHECKBOX 

	Therapeutic Mentoring
	 FORMCHECKBOX 

	Developing Communication Skills
	 FORMCHECKBOX 

	Hygiene Issues

	 FORMCHECKBOX 

	Problem Solving Skills
	 FORMCHECKBOX 

	Understanding the Dynamics of Empathy
	 FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 

	Anxiety and Panic Disorders

	 FORMCHECKBOX 

	Bipolar Disorder
	 FORMCHECKBOX 

	Schizophrenia
	 FORMCHECKBOX 

	Obsessive Compulsive Disorder
	 FORMCHECKBOX 

	Post Traumatic Stress Disorder


	The client also must meet at least two of the following criteria on a continuing or intermittent basis at the time of admission.

	 FORMCHECKBOX 

	Have difficulty establishing or maintaining normal interpersonal relationships to such a degree that they are at risk of psychiatric hospitalization, homelessness or isolation from social support.

	 FORMCHECKBOX 

	Require help with basic living skills such as personal hygiene, food preparation and nutrition, managing finances, etc., to such a degree that health or safety is jeopardized.

	 FORMCHECKBOX 

	Exhibit such inappropriate behavior that repeated professional intervention by the mental health, social services, or judicial system is necessary.

	 FORMCHECKBOX 

	Exhibit difficulty in cognitive behavior that affects their ability to recognize danger or significantly inappropriate behavior.


DIAGNOSIS:

Axis  I       
Axis  II       
Parent/Legal Guardian Name       

Relationship to Client      
Address      Apt.       City       State       Zip      
Telephone (Home)       Work      Cell       

Referral Source

Name       Agency       

Address       City       State       Zip       

Contact Number      
Reason for Referral 

     
Client Legal Status (parole/probation/adjudicated legal, etc.)

     
