
	Client Name:
	     
	Phone:
	     

	Date of Birth:
	     
	Medicare/Medi-Cal#:
	     

	

	Primary Care Provider:
	     
	Phone:
	     

	Address:
	     
	City/Zip:
	     



Reason for consultation/specific advice needed:       
Physical Health Diagnoses:       
Current Medications:       
Previous Psychotropic Medication/Response:       
Pertinent labs/tests:       
(Attach as needed)

	Type of consult requested (check one):
	 FORMCHECKBOX 
 Phone 
	 FORMCHECKBOX 
 Client In-person Interview



	
	

	Date
	


Fax to Cirby Hills Center 916-787-8857  Attention: RN
Placer County Systems of Care





Psychiatric Consultation Request


Adult Medi-Cal Beneficiaries
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