ASSERTIVE COMMUNITY TREATMENT TEAM (ACT) WEST
ARCHWAY STATION, INC.
121 Memorial Avenue
Cumberland, MD  21502
Phone:   301-724-2582, x5113
Referral Form - Self

	
Legal Name:                                                                                                    SSN:


	
Chosen Name (if different from above):                                     DOB:                                                Race:                                                              Age:


	
Sex assigned at birth:      Female        Male      Intersex    Gender Identity                                      Hispanic:        Yes         No


	
Pronouns:        He/Him       She/Her       They/Them      Ze/Zir          Ze/Hir        Ey/Eir                 Not Listed______________


	
Address:  _____________________________________________________________________________________

_____________________________________________________________________________________________


	
Phone Number:  (Primary)                                               Cell:                                   (Secondary)      

	
Referral Source:     SELF

	
Medical Insurance Type: 

	
Family Contact-Name                                                             Relationship:                              Phone number:  

	
Diagnosis (if known) 

	
Current Medications (Name and Dose): 





	Psychiatric Hospitalizations: (If ever hospitalized, please do your best to list, with the most recent first:
Name of Hospital:                                                                                                              Approximate Dates                              




	 Have you ever had any outpatient mental health treatment?        Yes                        No                           If yes,
Where?                                                                                                      When


	
Do you have any physical health problems?  Please say what they are. 




	
Do you have a primary care doctor/clinic?       Yes              No
What is the name?                                                                                 

	
Do you have any history or current substance use (Alcohol and/or drugs):


Have you had any treatment for substance use?          Yes            No
If yes, please try to list the names and dates of treatment.




	Do you have any history of suicide attempts, self-harm?  Please explain



	Community Challenges:

Housing Problems:

Legal Problems (Arrests, Convictions, Incarcerations, Parole/Probation):  



	
Family support:  Do you feel that you have support from your family?         Yes                No 
If yes, please tell us who is supportive and contact information.  



	Applicant’s Consent:   __________________________________________  Date:________________________________
                                                 Signature
Applicant’s Name:      ---------------------------------------------------------------------- Date:_________________________________
                                                 Please print
                                    

	PLEASE FAX THIS REFERRAL TO ACT AT 240-362-7124
                                            OR EMAIL TO: act@archwaystation.net
MAIL IT OR DROP IT OFF AT 121 MEMORIAL AVENUE, CUMBERLAND, MD 21502
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