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HEALTHY CONNECTIONS REFERRAL FORM 
 

MEDICAID PARTICIPANT INFORMATION 
 

Patient Name:  Date:  
Medicaid ID #:  DOB:  
Appointment (Day/Date):  
 

MEDICAID PROVIDER & REFERRAL INFORMATION 
 

Length of Referral  1 Visit   Visits  3 Months  6 Months  12 Months  Other:  
(maximum length of referral not to exceed 12 months – referrals for ongoing services must be renewed at least annually) 
Name of Specialist/Provider: Warm Springs Counseling Center 
Address: 740 Warm Springs Ave., Boise, ID  83712 
Phone Number: (208) 343-7797 Fax Number: (208) 343-0064 
Referral for the following diagnosis/problem:  
Remarks:  

 
Authorize specialist/provider to pass on this referral to Medicaid providers for services specific to this 
diagnosis/treatment (e.g., hospital, physical therapy, and durable medical equipment) 

 

TYPE OF SERVICE REQUESTED 
 

 Evaluate & Recommend Treatment  Follow Patient Jointly 
 Diagnose & Treat  Assume Care of Patient 

 One visit referral for this service, no further referrals issued until patient is seen by the Healthy Connections (HC) 
primary care provider (PCP). 

 Other:  
 

MENTAL HEALTH (MH) SERVICES (ADULT AND CHILDREN) 
 

 Psychological Rehabilitation  Substance Abuse Treatment 
 Service Coordination  Psychological Testing 
 MH Clinic Services  Occupational Therapy 
 Assessment, Evaluation and/or Plan Development  Speech Therapy 
 Other:  
 
 

 Please send written report  Please phone with report  Please fax report 
 

HC Provider Referral Number:  
 

I certify that a History and Physical has been completed and is available from this provider: 
 

Primary Care Provider Signature:  
 

Primary Care Provider (typed, printed or stamped):  
Name:  

Mailing Address:  
Phone:  

Fax:  
 

For questions regarding this referral, please ask for:  

Notes to specialists/providers: 
• In all cases, communicate your assessment and recommendations back to the PCP. 
• If services beyond those authorized are needed, contact the PCP. 
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