
 

Improving Outcomes, LLC 
101 Rowell Court Falls Church, VA 22046 | Fax: 703-533-2100 | Phone: 703-533-1996 

 

Screening and Referral Form 
 

Date of initial contact: _________  Referred by: _______________________________ 

Method of Screening: ________________    Phone Number: ____________________________ 

Name: ____________________ DOB/Age: _________________  Gender: ________________ 

Parent Name: __________________________________________________________________ 

Address: _______________________________________________ 

               _______________________________________________ 

Phone number: _____________________    Funding Type: _____________________ 

                   Medicaid #: _______________________________ 

Service Requested:  

 

Presenting problem (what’s happening right now): 

 

 

History of medical care, including current medical problems, psychiatric problems, and medication history 

and current use: 

 

 

Screening recommendation: 

 

Disposition of screening and referral:  

 

Name and Credential of Screener                                 Date 


