Warrior Combat Stress Reset Program (WCSRP)
Patient Referral Form

Referral Source

Referring Provider: Date of Referral:

Department/Clinic: Facility Name/L ocation:

Referring Provider Contact Information:

Phone : Alt. Phone: E-mail:
[OOffice Ocell O Office OCell

Primary Care Provider Contact Information:

Name: Phone: Alt. Phone: E-mail:
O Office g cCell O Office O Cell
Department/Clinic: Facility Name/L ocation:

Patient Information

Last Name: First Name: Middle Initial: Last four of SSN:
Gender: Date of Birth: Age: Rank: Name & Location of Command:
OMale
OFemale
Branch of Service: MOS/AOC/Rate Approx. Time In Marital Status:
(Job Title): Service:
OArmy ONavy [QAir Force [OMarine OSingle DOMarried OSeparated  ODivorced  OWidowed
OCoast Guard - [JReserve [J1DWLRQDO *XDUG
Patient Contact Information: Current Unit Commander: Primary Case Manager Contact Legal Status:
Information:
Phone: Name: ODisciplinary action pending
OHome OcCell OWork Name:
Phone: OLegal action pending
Alt. Phone: OOffice OCell Phone: o
OHome [OCell  Owork OOffice Ocell Litigation issues
Alt. Alt.
E-Mail: Phone: Phone:
[OOffice OcCell [OOffice OCell
E-Mail: E-Mail:
Approximate # of Deployments: Military Status: . Potential for Active Duty Retention:
Fitness for Duty Status:
00 0O1 O2-3 [O4ormore OMotivated for continued service . OVery Likely OUnlikely
[OHas at least 6 months of OFitfor Duty [0 Likely 0 Very Unlikely

O Limited Duty or Profile

obligated service
g OMedical Board

Traumatic Brain Injury History

Traumatic Brain Injury: Injury — Event: Approximate Time of Injury:
OMild/Concussion OFall OBlast (e.g., IED, mortar, rocket, etc) | < 3 months ago 06 - 12 months ago
OModerate OCrash OOther blow to the head B-6monthsago 0> 12 month ago
DOSevere OOther

OIF/OEF Related: OYes [ONo

Any Loss of Consciousness: Any Post-traumatic Amnesia: Hx of Multiple TBIs:
OYes ONo OAnterograde ORetrograde OYes ONo
OYes ONo
If yes, length of time of LOC If yes, length of time Number




Clinical Information (Provider only) |

Family/Support System: Social Stressors:

OSpouse O Friends OWork O Legal Issues
OSignificant Other O Supportive Command OMarital O Disciplinary problems
OParents DO Extended Family OFinancial OOther
OcChildren OOther O Other Relational

Psychiatric Dx: Comorbid Medical Conditions:

ODepression 0O PTSD

DAnxiety 0O Psychosis

DOSuicidality OSubstance Abuse/Dependency

OOther

Current Symptoms: Current Medications (Names Only):
OHeadaches 0O Blurryvision OMemory
Oproblems Sleep Difiulties ORinging in ears
] OPoor concentration Dizzirebs Balance
Oproblems OPoor work functioning Irrhbility Sensitive

Clinical Issues: Treatment History:

O Non-ambulatory O Disinhibited/inappropriate O Individual Therapy O Psychotropic medication
O Severe pain O Excessive alcohol use O Sleep Evaluation O Acute Inpt Rehab
OPast suicidql/homici_dé_il behavior |:|Domes_tic violence 0O Drug/Alcohol Rehab 0O Medical Management
O Recent suicidal/homicidal thoughts Olmpulsive " o
OPrescription medication misuse DAssaultive/violent OCognitive Rehab Inpt Psych hosp
OPain Management OSpeech/Language Therapy
O Group Therapy goT/PT
OOther
Involved in the Sole Provider Program: OYes @ONo Treatment Compliance:

If yes, name of sole provider: OExcellent

OGood OFair OPoor

Descriptive Information

Reason for Referral/Anticipated Goal:

Additional Information/Comments:

Have you discussed the referral with patient? [ Yes ONo Is patient in agreement with referral?  OYes ONo

Provider Signature:

*Please fax referral to WCSRP at (254) 288-4763*
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