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Psychosocial Rehabilitation (PSR) Services Referral Inquiry Form
Thank you for your interest in our PSR Program. Please complete the information below.

REFERRAL INFORMATION
Date of Referral: ____________________
Referral Type: ☐ Self ☐ Family/Guardian ☐ Provider ☐ Case Manager ☐ Social Worker 
☐ Other __________

INDIVIDUAL INFORMATION
Full Name: _______________________________________________________________________
Date of Birth: _____________________________________________________________________
Medicaid ID Number: _____________________________________________________________
Phone Number: __________________________________________________________________
Email Address: ___________________________________________________________________
Address: _________________________________________________________________________
City: __________________ State: ____ Zip: ______

EMERGENCY CONTACT
Name: ___________________________________________________________________________
Relationship: _____________________________________________________________________
Phone Number: __________________________________________________________________

MENTAL HEALTH INFORMATION
Primary Diagnosis (if known): ___________________
Current Mental Health Provider: ________________
MCO: ☐ Trillium ☐ Alliance ☐ Eastpointe ☐ Other ______
Currently Receiving Mental Health Services? ☐ Yes ☐ No




SERVICE NEEDS
☐ Daily Living Skills
☐ Coping Skills
☐ Social Skills Development
☐ Community Integration
☐ Communication Skills
☐ Medication Education
☐ Independent Living Skills
☐ Emotional Regulation
☐ Peer Interaction and Socialization
☐ Transportation Assistance
☐ Structured Daily Activities
☐ Other: ____________________________

REFERRAL SOURCE INFORMATION
Agency/Organization: ___________________________
Referring Person: ______________________________
Title: ________________________________________
Phone Number: _________________________________
Email Address: _________________________________


CONSENT TO CONTACT
☐ I authorize Touch Of Healing Hands Home Care, LLC to contact me regarding PSR Services.

Signature: _____________________________________________________ Date: __________

E-mail or Fax referral form back to the information below:
Email: touchofhealinghandshomecare@gmail.com   Fax: 910.674.3058
www.touchofhealinghandshomecare.com
touchofhealinghandshomecare@gmail.com
Corporate Office: 325 E. 4th Street Lumberton, NC 28358
Toll Free Contact: 910-674-3057
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