@YASTRA  REFERRAL FORM

BEHAVIORAL HEALTH, LLC

PLEASE SEND REFERRALS TO INTAKE@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

INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY
POLICY # GROUP #
SECONDARY INSURANCE COMPANY - if applicable
POLICY# GROUP#

REASON FOR REFERRAL TO ASTRA BEHAVIORAL HEALTH:

[] Substance use Programs || Therapy [ | Medication Management [] School Based Therapy

[] Day Treatment Program (Hardinsburg & Bardstown/Nelson) [ ] Other:

How Did You Hear About Us?

PLEASE SEND REFERRALS TO INTAKE@ASTRABH.COM
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