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Dear Medical Provider:
This referral form is provided to assist you or your staff member with a referral specifically for psychiatric consultation.  Referral forms for other mental health services are provided separately on this website.  Because the psychiatrist at Okanogan Behavioral HealthCare is an independent contractor and is available on a limited basis, psychiatric services are restricted to consultation only.  The consultant will not establish a treatment relationship, provide prescriptions, or engage in routine follow-up or monitoring of the patient’s condition.  The clinical record generated from the consultation will be forwarded to the primary medical provider, if authorized by the patient in writing, for review and implementation at the discretion of the medical provider.  Further assistance (phone support) to the medical provider regarding the consultation and treatment recommendations may be arranged within 90 days following the clinical consultation, depending on availability.
If the patient appears to be in acute distress or may be in imminent danger to self or others, please contact Crisis Services at (509) 826-6191 immediately.  DO NOT USE THIS FORM FOR EMERGENCIES!
DIRECTIONS:  Type in the boxes, print out, and then fax to the Medical Records Department at 509-826-3029. If acknowledgement of receipt by OBHC is not confirmed in 7 days, please call 826-6191 to check on the status of the referral)

Today’s Date:         Referring Facility:       
Referent Name:         Referent Phone #:       

Primary Care Provider (required for review/implementation of recommendations):      
Patient Last Name:         Patient First Name:         MI:        
Date of Birth:         Social Security #:       
Street Address        City/State/Zip:       
Mailing Address:        City/State/Zip:       
Patient phone #:       
Insurance:       
Who provides consent on behalf of patient?  

 FORMCHECKBOX 
 Self      FORMCHECKBOX 
 Other (identify name & relationship):       /      
Date client notified of referral      
Expectation or specific question for pharmacotherapy consultation (please do not list a diagnosis as the reason for the referral):        
Is the patient currently enrolled in Mental Health services with OBHC:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

(If NO, and patient has Medicaid Insurance, patient must complete OBHC enrollment first)
List identified medical conditions, current prescription medications, and lab results in last 6 months / OR forward a copy of these records:       

