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Justice Resource Institute

SMART Team 
555 Amory St., Suite #3
Boston, MA 02130

Phone (617)548-4479 FAX (617) 522-0904
Please send referrals via FAX or Email to: jbrownhill@jri.org 
For IHT/TM we accept the following insurances: MBHP, BMC Master Plan, Inc., BMC, Fallon & NHP 
· TM referrals are made by a client’s Outpatient therapist, IHT or ICC

· TM referrals please fax a copy of CANS, Comprehensive Assessment and the youth’s current treatment plan with goals identified for TM. Please also include youth/family safety plan

For Outpatient referrals we accept MBHP
	Which services are you referring for?

 FORMCHECKBOX 
  In-Home Therapy  (IHT)                   
 FORMCHECKBOX 
  Therapeutic Mentor
 FORMCHECKBOX 
  Outpatient Therapy   



	Authorization/Insurance Information

Insurance:
                     Policy Number:
                                        SSN: 
 For Office Use Only:

     
Authorized dates of Service:      
Number of Units:      
     
Authorization Number:      
     
Staff Assignment:      


Person’s Name:__________________
M:  FORMCHECKBOX 
 F:  FORMCHECKBOX 
  DOB:_________ 

Age: _____________
Address :___________________________________________________________________________
Guardian’s Name 1:  

Relationship to Person: 

Phone: 

Alternate Phone: 
Guardian’s Name 2:  

Relationship to Person: 

Phone: 

Alternate Phone: 
Does the person or guardian speak English? 

Preferred Language: 
Referring Agency: 
Person making referral: 

Phone: 

Fax: 

Email: 

Has the family agreed to services?  FORMCHECKBOX 
 Y  FORMCHECKBOX 
 N   
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Current Diagnosis (please include DSM- V code)

Primary Diagnosis:____________________________
Medical Diagnosis:____________________________

Z-codes:                ______________________________

Reason for Referral:  
Precipitants to Referral (Family, peers, school stressors? Recent traumatic event? High risk factors?): 
Current Medication and Doses:

         Prescriber:
	Name of Medication
	Doses 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Probation Officer:



Phone: 

Attorney(s):




Phone:

DYS/DCF/DMH Caseworker:


Phone:

School Presently Enrolled: 

Address:




Phone: 

Contact(s) @ school: 

Other Providers:
Signature of Referring Provider:__________________________________________________________

Date: 

If you have any additional questions please contact: 

Jenese Brownhill, LICSW: Program Director 

 jbrownhill@jri.org
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