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Mental Health Center
South Minneapolis Human Services Center 2215 East Lake Street 5th Floor Minneapolis, Minnesota 55407

612-596-9438 – Phone
612-329-4500 – Fax

DIAGNOSTIC ASSESSMENT REFERRAL
	CLIENT INFORMATION

	   Full Name:      
	Date of Birth:      

	   Address:                                                                      City:                   State:                Zip Code:      

	Phone Number:      
	Email:      

	Preferred Language:      
	Interpreter Needed: ☐Yes  ☐No



	REFERRING AGENCY/PROVIDER

	
[bookmark: Text2]☐Adult Access   ☐Caring Connections 4 Kids    ☐Child & Family Services    ☐Child Access  ☐Children’s Mental Health	☐Juvenile Detention Center  ☐Adult Behavioral Health  ☐Probation  ☐Court     ☐Other Agency/Provider:      


	 Is this referral ordered by court?  ☐Yes  ☐No
 *If yes, please include court order with this referral

	Contact Person:      

	Phone:      
	Email:      
	Fax:      



	CONSENT FOR SERVICES

	 Is Client their own legal guardian?  ☐Yes  ☐ No
  If NO, who is the legal guardian and/or who can sign legal paperwork? 

	Name:      
	Phone:      
	Email:      


  
 Will Client’s legal guardian/decision maker be present during this appointment?  ☐Yes     ☐No
  
If NO, an appointment will not be scheduled until the following paperwork has been reviewed and signed by the legal  
  guardian/decision maker and received by the Mental Health Center: consent-for-treatment-form-mental-health-center.pdf




	REASON FOR DIAGNOSTIC ASSESSMENT

	      




	INSURANCE/FINANCIAL INFORMATION


	Does Client have insurance? ☐ Yes☐ No

	Insurance Provider:      
	Policy Number:      


    Who should be contacted to schedule this appointment: 
	Name:      
	Relationship to Client:       
	Phone Number:      


*Please email completed referral to MHCREFERRALS@hennepin.us
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