
ASAP DEVELOPMENT CENTER 
PSYCHIATRIC REHABILIATION PROGRAM 

ADULT REFERRAL FORM 
(Submit with a copy of most psychosocial and psychiatric assessments) 

 
Client Information 
Last Name:  __________________________________________ First Name:  ___________________________________ Middle Itl:_______ 
 
Address:  __________________________________________________________________________  Phone:_______________________________ 
 
D.O.B.:  _________________________    Grade:__________     Race:  __________  Sex:  _______   SSN:  _____________________________ 
 
Medical Assistance #:______________________________________________     Access to Transportation for On-Site Activities:     □YES      □ NO 
 
School or Employer Name: _______________________________________________________  Special Ed/Supported Employment: □YES     □ NO 
 
Referring Agency/Referring Provider Name: 
 
Referring Clinician:  __________________________________________________  Phone:  ________________________ Fax:  ________________ 
 
Referring Agency: _______________________________________  Address:  ________________________________________________________ 
 
Professional Explanation of why PRP Services are needed: 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 
 
Behavioral Diagnoses: 

 295.90/F20.9 Schizophrenia  296.53/F31.4 Bipolar I, Most Recent Depressed, Severe  
 295.40/F20.81 Schizophreniform Disorder   296.40/F31.0 Bipolar I, Most Recent Hypomanic  
 295.70/F25.1 Schizoaffective Disorder, Depressive   296.7/F31.9 Bipolar I Disorder, Unspecified  
 298.9/F29 Unspecified Schizophrenia Spectrum and Other Psychotic 

Disorder  
 296.44/F31.2 Bipolar I, Most Recent Manic, with Psychosis 

 295.70/F25.0 Schizoaffective Disorder, Bipolar Type  296.54/F31.5 Bipolar I, Most Recent Depressed, w/o Psychosis  
 298.8/F28 Other Specified Schizophrenia Spectrum and Other 

Psychotic Disorder 
 296.40/F31.9 Bipolar I, Most Recent Hypomanic, Unspecified  

 297.1/F22 Delusional Disorder  296.89/F31.81 Bipolar II Disorder  
 296.33/F33.2 MDD, Recurrent Episode, Severe  301.83/F60.3 Borderline Personality Disorder  

 296.34/F33.3 MDD, Recurrent, With Psychotic Features  301.22/F21 Schizotypal Personality Disorder 
 296.43/F31.13 Bipolar I, Most Recent Manic, Severe  296.80/F31.9 Unspecified Bipolar Disorder 

 
Primary Medical Diagnoses: 
________________________________________________________________________________________________________________________ 
 
Length of Time in Treatment/Number of Treatment Episodes:  ____________________________ Medications/Dosages:  ______________________ 
 
Previous Hospitalizations:  (Circle One)   □YES  □NO       Number: ________   Dates:_________________________________________________ 
 
Diagnosing Clinician:  ______________________________________________________________  Diagnosis Date: _________________________ 
 
Check All That Apply:  
Semi Independent Living Skills:   □Taking Care of Belongings    □Maintaining Living Area   □Safety Skills    □Money Management     
                                                          □Mobility Skills    □Accessing Entitlements 
Interactive Skills:  □Interactive w/peers   □Interactive w/family    □Interactive w/adults   □Anger Management 
Self-Care Skills:   □Personal Hygiene/Grooming     □Dressing Self     □Toileting       □Nutrition/Dietary Planning     □Following Routines      
                               □Self Administration of Meds 
Social Skills:   □Community Integration   □Participation in activities       □Developing Natural Supports 
 
Social Elements Impacting Diagnosis:  □None   □Educational    □Financial    □Access to Health Care     □Legal System/Crime    □Primary Support       
□Housing     □Occupational     □Social Environment     □Homelessness    □Unknown     □Other Psychosocial & Environmental (Attach explanation)   
 
Signature of Referring Clinician: ____________________________________________________________________ Date:____________________ 
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