

	[bookmark: _Hlk521325785][image: ]
	Intensive Community Based Services (ICBS) Referral Form



	Referral Source	

	Name
	

	Program
	

	Phone #
	

	Fax #
	

	email
	

	Restricted MA provider
	

	

	Client’s information

	Name
	

	Address
	

	Phone #
	
	County
	

	UCare ID #
	

	DOB
	

	Diagnosis (with ICD 10 code)
	

	
	

	

	[bookmark: _Hlk521325947]Reason for referral



Provide a brief description of what is going on for the individual being referred, current needs/wants that they may benefit having help with, current providers already involved, preferences for assigned provider (gender as an example), current barriers they are experiencing. 











	

	Contact information for current providers



Please enter contact information for current providers or resources currently working with the individual whom is being referred.  

	Name/agency
	Phone/email/fax
	address

	






	
	

	







	
	

	







	
	

	







	
	

	






	
	





Please send the referral to the UCare Mental Health and Substance Use Disorder Services Department at MHSUDcasemanagement@ucare.org
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