
	

SOAR Consumer Referral Form	
110 Benfield Boulevard  Suite B   Millersville, MD  21108 

p 410.863.7213  f 410.987.3154   www.pdgrehab.com 

Date of Referral: ________________________________ 
  
Name: ___________________________________________________  SS#: ____________________________________ 
 
DOB: _________________________ Sex: _______________________      Race: ___________________________________  
   
Address: ______________________________________________________________________________________________  
 
City, State, Zip: ____________________________________________ Phone: __________________________________ 
 
Emerg. Contact/Relationship: _________________________________   Phone: __________________________________ 

 
Diagnoses:       Code(s):   

 
Primary: __________________________________________________  ________________________ 
 
__________________________________________________________  ________________________ 
 
__________________________________________________________  ________________________ 
 
Secondary: ________________________________________________  ________________________ 
 
__________________________________________________________  ________________________ 
 
Medical Dx: ___________________________________________________________________________________________ 
 
Other conditions that may be a focus of clinical attention: __________________________________________________ 
 
Definition of Problem Areas:  
Current Symptoms:_____________________________________________________________________________________ 
 
Reason for seeking services: ____________________________________________________________________________ 
 
Risk for Aggressive Behaviors, Suicide, or Homicide: (explain): ______________________________________________ 
Entitlement Information:  (check all that apply) 
SSI $ SSDI $ Medicare# 
MA# Food Stamps $ TEHMA $ 
Housing DSS Behav. Hlth. 
Transp. Case Mgmt. Medical 
 
Entitlement Comments :________________________________________________________________________________ 
 
Per PDG staff, the consumer being referred is appropriate for SOAR services provided by PDG, Inc.  
 
I, ____________________________________________________ , refer the above-named consumer to SOAR services. 

(Staff Signature)  
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