
CENTER FOR THERAPEUTIC CONCEPTS

1300 Mercantile Lane Suite 200  Largo MD 20774

Ph. 301.386.2991   Fax 301.386.1944

THERAPEUTIC BEHAVIORAL SERVICES
FACE SHEET

DATE___________
REFERRAL SOURCE (AGENCY) _____________________________________________________

(CONTACT PERSON)________________________  RELATIONSHIP TO CLIENT_______________
address__________________________________________________________________________

phone___________________cell ph ___________________Email address___________________

client’s name_______________________________   dob__________  sex _______ race _______

MARITAL STATUS ______________NAME OF PRIMARY CARE PHYSICIAN ___________________________
soc. sec.#____/____/_______type of insurance______________insurance  no.______________

DOES CLIENT HAVE ANY OTHER TYPE OF INSURANCE?  YES/NO 

address__________________________________________________________________________       home ph(____)_____________ work ph(____)_______________ Cell ph.(____)_______________

LIVING SITUATION: __ PRIVATE HOME __ FOSTER CARE __ HOMELESS ___ GROUP HOME ___ ROOMING HOUSE

EMPLOYMENT STATUS: __ FULLTIME __ PART TIME  __ UNEMPLOYED  __ SEEKING WORK  __ STUDENT

HAS CLIENT ATTENDED SCHOOL IN THE LAST 3 MONTHS? ________  IF YES, WHAT GRADE IS CLIENT CURRENTLY IN? ______


IF NO, WHAT IS THE HIGHEST GRADE COMPLETED? ______

HAS CLIENT BEEN ARRESTED IN THE LAST 30 DAYS? _______  IF YES, HOW MANY TIMES? ________

HAS CLIENT RECEIVED OTHER LEVELS OF CARE?  PLEASE CHECK ALL THAT APPLY

□   prp

□   PHP

□ OTHER _____________________ 

IS CLIENT CURRENTLY RECEIVING ADDITIONAL SUPPORTIVE SERVICES? _______PLEASE LIST: ___________________________
Parent/guardian/other____________________________________________________________         home ph(____)____________ work ph(____)_________________Cell ph.(____)_______________

service requested (check all that apply)

□   prp

□   tbs

□ OTHER _____________________ 
Description of problem
(attach separate sheet of paper if necessary.  Please indicate if client is receiving services elsewhere and the scope of those services. provide contact information for those service providers. PLEASE INDICATE THE STATUS OF OTHER SERVICES AND IF CLIENT WAS DISCHARGED FROM THOSE SERVICES WHAT THE REASON FOR DISCHARGE WAS AND PROGNOSIS UPON DISCHARGE. Please forward medical & behavioral information, court reports, social summaries, previous evaluations (MUST HAVE BEEN COMPLETED WITHIN THE LAST 6 MONTHS), etc.)
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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