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PLEASE NOTE: If making an In-Home Therapy (IHT) or Therapeutic Mentorship (TM) referral,
please use the GLASS CBS Referral Form.
Client Information:
	First Name (Chosen/Used)
	Last Name


	Date of Birth

	Pronouns
	Does the Person Identify as an LGBTQ+ Person of Color?

	Primary Contact Information (i.e. phone number, email address)



	Whose contact information? (e.g., client; parent)
	Name and pronouns to use when contacting:
□ Same as listed  □ Other:

	Insurance (all GLASS services listed below are FREE; info needed for internal & referral purposes only)

□ None      □ Cannot use existing insurance      □ MassHealth (incl. HSN)      □ Commercial insurance

□ Unknown    □ Other: ______________________________


Referring Organization:
	Agency



	Referrer’s Name
	Position/Title


	E-Mail Address
	Phone Number


	Fax

	Address
	City


	State

	Zip Code
	( Check if ROI for two-way communication has been completed and faxed. (Required)


Reasons for Referral:

	· Support Groups
	· HIV/STI Testing
	· Mentorship Program

	· Mental Health/

Outpatient Therapy
	· Housing Support
· Health Navigation
	· Other ____________


Additional Notes:

___________________________________________________________________________________________

___________________________________________________________________________________________

GLASS Use Only
	Received By
	Date Received

	Follow-Up By
	Follow-Up Date

	Notes:
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