
	 	 	

Please complete form and fax or mail to:                                                                                        
Blackstone Behavioral Health Services                                                                                                      

2348 Post Road-Suite 109                                                                                                                     
Warwick, RI 02886                                                                                                                                        
Fax (401) 681-4675 

 

Today’s Date: _____________ 

Personal Information 

Client Name:        Date of Birth:      

SSN:          

Address:        City/State/Zip:      

Phone:         Cell:       

Parent/ Guardian:       Phone:       

Presenting Information/ Reason for Referral:         
             
              

Insurance Information 

Insurance Type: ( ) Aetna   ( ) Blue Cross Blue Shield  ( ) Cigna  ( ) Neighborhood 
 														( ) United Healthcare ( ) Tufts    ( ) Other:     

Policy Holder:        Date of Birth:      

Relationship to Patient: ( ) Self  ( ) Parent/ Guardian   ( ) Other:     

Insurance ID #:        Group #:      

Number of the back of the card:      

 

Secondary Policy Information:   (  ) N/A  

Insurance Type: ( ) Aetna   ( ) Blue Cross Blue Shield  ( ) Cigna  ( ) Neighborhood	
	 													( ) United Healthcare ( ) Tufts    ( ) Other:     

Policy Holder:        Date of Birth:      

Relationship to Patient: ( ) Self  ( ) Parent/ Guardian  ( ) Other:     

Insurance ID #:        Group #:      

Number of the back of the card:      

Schedule Preference  

( ) Monday  ( ) Tuesday  ( ) Wednesday  ( ) Thursday ( ) Friday  ( ) Saturday  

Therapist Gender Preference 

( ) Male  ( ) Female ( ) No preference 


