() HOLMAN

RECOVERY CENTER

Holman Recovery Center Referral Application

PLEASE FAX COMPLETED FORM TO:(360) 502-8600
(Please fill this out as thoroughly as possible, even if the information can be found in the assessment)

Referring Agency: Contact Person:
Street Address: Phone:
City: State: Zip Code:
Email:
CLIENT
Client Last Name: Client First Name: Middle Initial:
DOB: Social Security #: Phone:
Street Address Homeless? OYes ONo
City State Zip Code:
Sex as listed on ID/Insurance: OM O F Preferred Pronouns:
Ethnicity: O Afr. Am. O Asia/P.I. O Caucasian OHispanic O NA/AI/AK - Tribe:
O Other (please specify):
ASAM Level: (Please attach ASAM Assessment) | Ok to text client? OYes ONo
Drug of Choice: Fentanyl use in past 3 weeks? OYes ONo
(OSex Offender Level OI OIT OIII | REQUIRED: Number of daily medications: 00-4 35-9 010+
Currently on MAT: O Suboxone OMethadone O Other O No MAT Prescriber/clinic:
For any YES answers, please provide more info in the box below it
History of suicide attempts, ideation, or self harm? O Yes O No Medical Conditions O Yes O No
History of assault, arson, domestic violence? O Yes (O No Current legal issues? OYes O No
Hospitalizations in last 3 months? O Yes (O No Mental Health Conditions? O Yes O No
Previous SUD Treatment? J Yes O No Possible Eating Disorder? O Yes O No
More Info:
INSURANCE INFORMATION
PRIMARY INSURANCE: POLICY ID#: GROUPH#:
SUBSCRIBER: self other: SUBSCRIBER DOB:
SECONDARY INS: POLICY ID#: GROUP#:

16415 SMOKEY POINT BLVD | ARLINGTON, WA 98223 | PHONE: (425) 533-2552 | FAX: (360) -502-8600

EMAIL : INTAKE@HRCWA.ORG
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