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To help determine if we have an appropriate placement,
please complete the following form and fax it to:

207-667-6348

Confidentiality Notice

This facsimile contains PRIVILEGED AND CONFIDENTIAL INFORMATION intended only for

the use of the recipient named above. If you are not the intended recipient of this facsimile, or the
employee or Agent responsible for delivering it to the intended recipient, you are hereby notified that any
dissemination or copying of this facsimile is strictly prohibited. If you have received this facsimile in
error, please immediately notify the transmitting facility by telephone and return the original facsimile to
the transmitting facility at the above address via the U.S. mail.

THIS INFORMATION HAS BEEN DISCLOSED TO YOU FROM RECORDS WHOSE
CONFIDENTIALITY IS PROTECTED BY STATE AND FEDERAL LAW. ANY FURTHER
DISCLOSURE OF THIS INFORMATION WITHOUT THE PRIOR WRITTEN CONSENT OF THE
PERSON TO WHOM IT PERTAINS MAY BE PROHIBITED.

TRANSMISSION VERIFICATION:

(Name of recipient of faxed transmission)

DATE: TIME:

(Signature of sender)



KPNE_Referral_WEB KPNE Graham Lake Admissions
Preliminary Referral Form

Client Name: Sex: M F
DOB: Height: Weight: S.S#:
Age: Race:

Referral Information: Date of Referral:

Service Inquiry/Request: Diagnostic Therapeutic Residential Day Treatment
Referral Source

Name: Relationship:

Agency: Phone #:

County:

Presenting Issues: []Physical Aggression [] Oppositional defiant [] Firesetter [] Suicidal/Homicidal
[0 Encopresis/Enuresis [] Sexual issues [] Abuse/Neglectvictim [] Verbal Aggression [] Steals/ Lies/ Manipulative

Funding Information

Funding source: Public Private Self Pay MA

MA #: Social Security #:

Client's Current Residence

Family of origin Foster care Group home/shelter care Detention
Residential Psychiatric hospital Other

Name of residence if other than family of origin:

Custody: Is parent aware of this referral: yes no
May we contact parent for additional information: yes no

Demographic Information

Mother: Father:

Address: Address:

Phone: Phone:

School Information
Current School:

Address:
Phone #: Home School District:
Grade: 1Q: Reg/Special Ed (circle one)

Medical Information (fill out Medical Questionnaire)
Medication: yes no
If yes, type and dosage:

Is client compliant with medication: yes no
List any health problems or medical concerns:

Fax to: Date:
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