
Clark County Regional Support Network 
 

Facilitated Referral Form 
 
Date of Referral:    

 
Name:    DOB:    
 
Address:    Phone:    
 
Social Security #:    Medicaid #:    
 
Legal Guardian/Relationship:    Phone #:    
 
Referral Source:    Phone #:    
 (Name/Agency) 
 
CASE SUMMARY:  (psychiatric symptoms, behavior, functioning, medical concerns, substance abuse issues, risk 
factors, supports) 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
  
 
 
Referred to:    Date of Referral:    
 
Completed by:    
 (RSN Care Manager) 
 

To be completed by Mental Health Agency. 
 
Date of appointment offered:    Date of appointment accepted:    
 
Intake Clinician:    Phone #:    
 

Return form to:  Care Manager - Fax 397-2490. 
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