
ASTRA BEHAVIORAL HEALTH 
REFERRAL FORM 

 PLEASE SEND THIS REFERRAL TO INFO@ASTRABH.COM 

                  
PLEASE SEND THIS REFERRAL TO INFO@ASTRABH.COM 

 

PATIENT INFORMATION  
LAST NAME 

 
FIRST NAME 

 
MI 

 
DOB 
 

AGE 
 

SSN 
 

GENDER 
 

RACE/ETHNICITY 
 

LANGUAGE 
 

ADDRESS 
 
CITY 
 

STATE 
 

ZIPCODE 
 

CELL NUMBER 
 

HOME PHONE NUMBER 
 

EMAIL 
 

 

PRIMARY INSURANCE COMPANY  
 

POLICY # GROUP # 
 

SECONDARY INSURANCE COMPANY - if applicable 
 

POLICY# GROUP# 
 

 

REASON FOR REFERRAL TO ASTRA BEHAVIORAL HEALTH: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

 

 

How Did You Hear About Us?  
 

 

INSURANCE INFORMATION 

Therapy Medication Management School Based Therapy Substance use  

Day Treatment for Adolescents Other: ___________________________ 


