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OUTPATIENT SERVICES


	PATIENT INFORMATION

	Patient’s Name:
	Date:

	DOB:
	SSN #:
	Patient Phone #:

	Address:
	City:
	State:

	Email Address:
	Zip:

	REFERRAL INFORMATION

	Requested Services:                Substance Use Disorder                     Co-occurring Disorder



	Referring Organization:
(Please include contact name)
	Phone #:

	All Referral Sources Please Attach the Following:
[image: ]    AdCare Referral Form
	· Most Recent Assessment
· Current Medication List

	Inpatient/Residential Programs Please Attach the Following:
[image: ]    History & Physical/Admission note [image: ]   Discharge Information
	· Recent MD Notes
· Clinical Assessment 
· Discharge Date (If Inpatient):

	INSURANCE INFORMATION

	Insurance:
	Policy #:

	Subscriber:
	Primary Subscriber:
(Please Include Phone#)

	ADCARE OUTPATIENT SERVICES LOCATIONS

	Please contact locations for more information for admission details and day/evening program availability.

	Worcester Outpatient
95 Lincoln Street, Worcester, MA 01605
(508) 799-9000 Ext. 3056
	   Warwick Outpatient
   400 Bald Hill Road, Ste 517, Warwick, RI 02886
   (401) 732-1500

	North Dartmouth Outpatient
88 Faunce Corner Rd., Ste 260, N.Dartmouth, MA 02747
(508) 999-1102
	   W. Springfield Outpatient
   117 Park Ave., Ste 100, W. Springfield, MA 01089
   (413) 209-3124

	Quincy Outpatient
1419 Hancock Street., Quincy, MA 02169
(617) 328-0639
	



PATIENT’S RELEASE OF INFORMATION:
I authorize this referral source to share this form with AdCare Outpatient Services for the purpose of discussing and scheduling my appointment. An additional release of information will be required to discuss treatment. 

Patient signature: __________________________________________Date: ____________
PLEASE DELIVER ALL REFERRAL FORMS AND ASSESSMENT INFORMATION FOR ALL TO:
AdCare Outpatient, 95 Lincoln St., Worcester, MA 01605 
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