
Individual's Phone Number:

Referring Agency: Person Referring: Referral Phone Number: 

I. DIAGNOSIS

II.

III.

Agency Name:

Address:

Individual Signature: Date:

Clinician Signature: Date:

c Signature: Date:

c Signature: Date:

Correspondence with referral source:

Merakey Staff___________________                   spoke to; emailed; faxed;                  Referral Source Staff_________________      on Date_____

and informed the referral source that __________________ was/was not  admitted to the DACM program at this time.  

Contributing factors related to denial of admission at this time (if applicable):

Individual not accepted into program

Please have individual sign Release of Information for your agency and fax with referral form to 724-869-2029, Attn: DACM 

Supervisor

Agency Phone:

OUTSIDE AGENCIES

      Housing         Child Care         Education/Vocation        Employment       Basic Needs      Transportion         Alcohol and Other Drug 

Treatment                                                   Legal               Mental Health                 Physical    Health             Family/Social          Life Skills

Must Meet Criteria I and II

Diagnosis within DSM V (or subsequent revisions) of a substance use disorder, excluding those with a principal diagnosis of mental 

retardation, or organic brain syndrome or a V-code; COPY OF DOCUMENTATION VERIFYING SUBSTANCE USE DISORDER MUST BE 

ATTACHED TO THIS REFERRAL SHEET.

        Other High Risk Behaviors: ___________________________________________________________________________________ 

____________________________________________________________________________________________________________

Individual's Name: _______________________________________   DOB:_________

Date of Referral: _____________________

Individual's Address: ___________________________________________

     MA Number: ________________________

               BEAVER COUNTY DRUG AND ALCOHOL CASE MANAGEMENT

260 Ohio River Blvd. Baden, PA 15005                    

Following are the eligibility requirements for Drug and Alcohol Case Management. Please complete this referral form in its entirety and attach 

the most recent copy of psychiatric evaluation (ideally within past 12 months).

ADMISSION CRITERIA

Individual accepted into program

        Pregnant            IV Drug User          Women with Children           Overdose Survivor         Veteran                                                                                       

*The above are identified as priority populations.

REASON FOR REFERRAL (please check all areas tht apply)

LIFE DOMAINS (please check all areas of need that apply)


