CEDAR CLINIC & RESEARCH PROGRAM
Psychosis Research Program, Massachusetts Mental Health Center, 75 Fenwood Rd. 5th Floor, Boston, MA 02115

CLINICIAN REFERRAL FORM

	CLIENT/FAMILY INFORMATION
	

	Name          
	DOB         

	Phone        
	Email        

	Address        

	Gender        
	Race/Ethnicity        

	Under age 18?  No   Yes  

	Caregiver 1 Name:     
	Relationship to Client        .

	Address:     
	Legal/Physical Custody      


	Phone:      
	Email:      

	Caregiver 2 Name:     
	Relationship to Client        

	Address:     
	Legal/Physical Custody      

	Phone:      
	Email:      

	Did the client (or parent/guardian if client is under age 18) agree to be contacted by CEDAR?   No    Yes  


	REFERAL SOURCE INFORMTATION

	Name        
	Organization        

	Phone        
	Email        

	How did you hear about CEDAR?        


	REFERAL REASON/INFORMATION (please provide as much information as is available)

	Unusual Thoughts/Perceptions   No    Yes (specify)      

	Suspiciousness?   No    Yes (specify)      

	Grandiosity?  No    Yes (specify)      

	Delusions?  No    Yes (specify)      

	Hallucinations?  No    Yes (specify)       

	Decline in Social Functioning?  No    Yes (specify)       

	Decline in Work or School Functioning?  No    Yes (specify)       

	Family History of Psychosis  No    Yes (specify)       

	Other Reason for Referral?  No    Yes (specify)       

	Currently Receiving Mental Health Treatment?  No    Yes (specify)       .

	Current Diagnosis  No    Yes (specify)       

	Current Medication(s)  No    Yes (specify)       

	Current/Past Head Injury?  No  Yes 
	Current/Past Seizures?  No   Yes
	IQ Below 70?  No   Yes

	Interested in:
	Research?  No    Yes
	Consultation?  No    Yes
	Treatment?  No    Yes


Please send referral form to, James Green B.A., CEDAR Clinic Coordinator
Email: cedarclinic@brooklinecenter.org
Fax: 857-557-5426
