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Adolescent Partial Hospital Program Referral Form 
Email: phpadol@partners.org Fax: 978-740-4960 
All components of this referral must be completed before referral can be reviewed 

Referral Source Information (Date Submitted): Preference Requested In-Person/Hybrid or Remote: 

Your Name: Agency:

Relationship to Patient: Requested Start Date for PHP: 

Phone: Fax: 

DOB: Age: Gender: 

Parent/Guardian Phone #: 

Patient’s Email Address: 

Address: 

_________________________________________ 

_________________________________________ 

Insurance:  _____________________________________ 

Policy #: Guarantor Name: 

Guarantor's DOB:

Patient  Information: Name at Birth (preferred name):

Parent/Guardian Email Address: 

Are you fully vaccinated for COVID-19? 

* Please note: In-Person/Hybrid is offered only to vaccinated 
patients at this time.
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Attach any relevant clinical documentation. *If referring from a facility, please include admission/discharge 

documents*  Primary presenting problems & symptoms (including current treatments and response):

Relevant Psychiatric History (hospitalizations, history of suicidal/risk behaviors, trauma history): 

Safety Concerns (history of aggression, running away, suicidal ideation, gestures, attempts): 

Goals for Partial Hospital admission:

Relevant Substance Use history (substances used, onset, duration, last use) Patient must be willing to maintain 
sobriety from all substances during their Partial Hospital treatment. Patients with active substance use 
disorder should seek treatment from a specialized substance use dual diagnosis program. Please list relevant 
substance use history (substances used, onset, duration, last use): 
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Is patient willing to maintain sobriety from all substances during Partial Hospital treatment? Yes or No.

Is patient voluntary for PHP? Yes or No.

Current/most recent Mental Status and level of motivation:

Current Providers: 

Phone: Frequency: Therapist: 

Psychiatrist/Medication Prescriber: 

School: 

Other: 
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Current Diagnoses: ICD 10 Codes: 

Current Medications: Dose & Frequency Note recent changes/Past trials 

Please fax form and related documentation (medical records, emergency evaluations, etc. to       Alycia Marchant, LMHC, 
Clinical Coordinator: 978-740-4960 or email to phpadol@partners.org 
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