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City County MSO Referral Form
Case ID     


Legal Name:     
Date of Birth:     

Social Security #:     
 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
Health Plan Option (Please Check One Only):
 FORMCHECKBOX 
 Downtown Austin Community Court
 FORMCHECKBOX 
 Ryan White
 FORMCHECKBOX 
 Healthy Community Collaborative

 FORMCHECKBOX 
 Family Drug Treatment Court
 FORMCHECKBOX 
 ThriveCare of Travis County
 FORMCHECKBOX 
 Medication Assisted Treatment

 FORMCHECKBOX 
 Forensic SUD/SB 292 (individual must have criminal justice involvement and mental health diagnosis)

Provider Referred To (Check all that apply):
 FORMCHECKBOX 
 A New Entry
 FORMCHECKBOX 
 African American Youth Harvest Foundation
 FORMCHECKBOX 
 Alejandrina Valdez, LPC

 FORMCHECKBOX 
 Amy Goodwin
 FORMCHECKBOX 
 Austin Lakes Hospital

 FORMCHECKBOX 
 Austin Recovery
 FORMCHECKBOX 
 Cenikor Foundation
 FORMCHECKBOX 
 CHILL (Changing How I Live Life)

 FORMCHECKBOX 
 Colbert Counseling
 FORMCHECKBOX 
 Communities for Recovery
 FORMCHECKBOX 
 Denise LeFebvre-Torres, LCSW
 FORMCHECKBOX 
 MARS Clinic
 FORMCHECKBOX 
 Seton Shoal Creek

 FORMCHECKBOX 
 Texas Health and Science University

 FORMCHECKBOX 
 True Light
 FORMCHECKBOX 
 Yin Yang Homes
 FORMCHECKBOX 
 Other_______________________________
Date of Referral: 
     

Referred by:
     


Phone:
     


Comments:     
Please Upload the Completed Form to Integral Care’s FTP Folder
	For Integral Care Use Only:

Date Form Received:___________________     Date Entered:____________________

Auth Requested From:__________________     Date:___________________________



	CONFIDENTIAL FACSIMILE

The information contained in the accompanying transmission is protected by confidentiality statutes.  This transmission is intended only for use by the named entity.  If you are not the intended recipient, you are hereby notified that any use, dissemination, distribution, or copying of this communication is strictly prohibited.  No applicable privilege is waived or relinquished by the party sending the accompanying transmission.  If you have received this communication in error, please notify us immediately.




Consent For Disclosure
	Client Name:     
	Client #:     

	Date of Birth:     
	Social Security:     


I give permission for the following two agencies/persons to share my protected health information:

	Name
	Integral Care
	Name
	

	Address
	P.O. Box 3548
	Address
	

	City/State/Zip
	Austin, Texas 78764-3548
	City/State/Zip
	

	Phone
	(512)447-4141,(512)445-7726(Fax)
	Phone
	


Information to be shared is limited to: (Please Check)
	 FORMCHECKBOX 
 Determination of Mental Retardation                       FORMCHECKBOX 
 Narrative Assessments

 FORMCHECKBOX 
 Psychiatric Evaluation                                              FORMCHECKBOX 
 Medication Information

 FORMCHECKBOX 
 Treatment Plan                                                          FORMCHECKBOX 
 Treatment Plan Reviews

 FORMCHECKBOX 
 Staff Progress Notes                                                  FORMCHECKBOX 
 Doctor Progress Notes

 FORMCHECKBOX 
 Diagnosis                                                                   FORMCHECKBOX 
 Other:

I give special permission to share the following information: (Please Initial)

_____HIV/AIDS          _____Alcohol and Drug Abuse          _____Psychotherapy Notes


Approximate Dates of Service     From:     



To:     
Purpose/Need for Disclosure: (Please Check)

	 FORMCHECKBOX 
 Continuity of Care                       FORMCHECKBOX 
 Disability Benefits                FORMCHECKBOX 
 At My Request

 FORMCHECKBOX 
 Other: Please Specify:_______________________________________________________


This authorization can be cancelled at any time, in writing, to Integral Care, but the cancellation will not affect any disclosures already made prior to receipt of cancellation notice.  Integral Care cannot control how the protected health information will be used by the agency/person who receives it under this authorization.  
Unless cancelled or otherwise specified, this authorization will expire one year from date of signature.  Other specified expiration date: ___________________________________

	Client Signature:
	Date:

	Legally Authorized Representative Signature (LAR/Parent/Legal Guardian):
	Date:

	Legally Authorized Representative Printed Name:
	Relationship to Client:



