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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
Medication Assisted Treatment and Substance use
Referral Form
☐Recovery In Focus (RIF): provides alcohol & substance use assessments and outpatient treatment programming for people, ages 16 and up, with Co-Occurring Alcohol/Substance Use and Mental Health challenges
☐Medication Assisted Treatment (MAT): is an evidenced-based treatment for Opioid Use Disorder and Alcohol Use Disorder that combines medication and behavioral health support to reduce cravings, managed withdrawal symptoms, reduce risk of overdose and death. This model supports long-term recovery and stability.

	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:      


	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:      


If the client is 18 or older and unable to make their own personal or financial decisions, or if the client is enrolled in the RIF Youth Program (16-18 yrs of age), a legal guardian or decision-maker must be present at this appointment. An appointment will NOT be scheduled.

[image: ​pdf icon] MENTAL HEALTH CENTER CONSENT FOR TREATMENT FORM.pdf




	REASON FOR REFERRAL

	     
Reason for Referral (Circumstances leading to referral? What does the client need? What are the client’s goals?):      

Is the client involved with court, probation, child protection, or another agency? If yes, please state agency and name of contact:      

Is the client currently receiving other mental health or substance use services (case management, psychiatry, mental health therapy, ARMHS, etc):      




	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 send any question and the completed referral form to MHCRECOVERYINFOCUS@HENNEPIN.US

image1.png
Hennepin




image2.png
[PDF




