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1. This form can be completed by an individual seeking service or a service provider on behalf of the individual.
 
2. All sections of this document must be thoroughly completed and legible in order to make a determination of services. Items should not be left blank and N/A should be indicated where appropriate. Incomplete referrals will not be accepted. 
 
3. Only one service provider can be requested to accept the referral at a time
 
4. Certified Peer Specialist (CPS) providers may request the referring provider forward a psychiatric evaluation that has been completed by an MD within past 12 months. 
 
5. The signature of the person being referred is required to indicate they understand and are in agreement with a referral being made. If the person is unable to sign, the referral source must identify the limiting factors.  
 
6. Completed forms should be faxed or emailed to one of the providers listed below.
Form Instructions
Referral Source Responsibility
1. If Certified Peer Specialist Provider is unable to make contact with the referred individual, the referral source will be responsible for assisting the CPS Provider in making contact with the referred individual.
 
2. If an individual is being referred by a hospital, the referral should be submitted as soon as it is recognized that the individual is interested in Certified Peer Specialist Services.
 
3. If an individual is receiving Medicaid reimbursable peer support services at the time of this referral, they are not eligible to receive additional peer support services unless it is part of a transition plan to the new provider. This includes peer services bundled with CTT, ECSC, IDDT and Mobile Treatment for Transition Age Youth and Mobile Medication. 
 
Certified Peer Specialist Providers in Allegheny County
Mon Yough Community Services (MYCS)*
Phone:  412-675-8480
Fax:  412-323-6999
*This provider offers Adult as well as Youth and Young Adult Services (Age 14-27) CPS Services
 
Pittsburgh Mercy (MBH)
Phone:  412-339-6046
Fax:  412-323-6999
 
Staunton Clinic
Phone: 412-749-7888
Fax: 412-749-7765
Milestone Centers, Inc.
Phone:  412-243-3400
Fax:  412-371-9901
 
Peer Support and Advocacy Network (PSAN)
Phone:  412-227-0407
Fax:  1-888-972-6489
 
RHD-Allies (forensic)
Phone:  412-652-9957
Fax:  412-652-9197
Accommodations:
MA ID#: 
 DOB:  (mm/dd/yyyy)
(Last)
(First)
Name: 
Section C. Eligibility Criteria
Section A: Participant Demographics
Text:
Medicare:
Section B: Referral Information
Referring Program:
A. Serious Mental Illness: Adults 18 years of age or older with a diagnosis of schizophrenia, major mood disorder, psychotic disorder NOS or borderline personality disorder. Referrals for adults without one of these diagnoses: include the diagnostic exception rationale.
Pennsylvania regulations state this recommendation must be signed by a licensed Practitioner Of The Healing Arts: a physician, physician's assistant, certified registered nurse practitioner or psychologist that reviewed the referral information, attests to its accuracy, and recommend the above-mentioned participant for certified peer specialist services.
Signature of Physician or LPHA			Printed Name				Medical License Number
Signature Date					Telephone Number
B. Treatment History: (please check all that apply)
I agree to this referral and authorization. In an event I cannot be reached or additional information is needed, I authorize other service providers or organizations listed on this referral be contacted on my behalf for the purpose of coordinating this referral. 
Please choose only one agency to receive the initial referral.
C. Coexisting Condition or Circumstance with Mental Illness: (please check all that apply)
D. Functional Impairment that interferes with or limits performance (relative to their ethnic or cultural environment) in      at least 1 of the following domains:
Participant Signature 							Printed Name
Date									Alternate Contact Number
Internal Use Only
Additional Information Required:    YES      NO
Additional Information Received:   YES       NO
Referral Receipt Date:
Person in Receipt:
E. Involuntary Treatment Status:
A person being referred who has had an involuntary treatment status in the past 12 months preceding this referral automatically meet the criteria for referral to Peer Support Services
Martha P. Knisley
Normal.dotm
FlanaganJ
2
9.0.0.2.20101008.1.734229
10/19/2012 8:45:00 AM
1/24/2013 8:50:00 AM
1/24/2013 8:50:00 AM
0
5
886
8541
4
UPMC
73728
282
113
9575
1/24/2013 8:50:00 AM
	CurrentPage: 
	PageCount: 
	county: 
	primary_insurer_yes: 
	primary_insurer_no: 
	NumericField1: 
	DateTimeField1: 
	lastNameField: 
	firstNameField: 
	CheckBox1: 0
	TextField1: 
	interview_date: 
	anti_anxiety: 0
	other: 



