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Voyage Behavioral Health, LLCService(s) Requested: 
Behavior Consultation (available in Richmond, VA, Fairfax, VA and surrounding areas)
Speech Consultation (available in Richmond, VA and        surrounding areas)
Recreation Consultation (available in Winchester and surrounding areas) 
         
          

 Sarah Wright, M.Ed., BCBA, LBA
804-792-0579 cell 
SWright@VoyageBehavioralHealth.com
                                                                                                           
Referral Date___________     ISP Date____________   

Individuals Name __________________________________________

Guardian’s Name and contact info (if applicable)_________________________________ 

Medicaid #_______________________

Funding Source: ___ DD Waiver  ( __ Community Living __ Family and individual Supports)
__Private Pay

Services are requested at the following locations and with the following providers:
Home:  	Contact Person: ____________________ Phone#: ________________
	Email address: ________________________________________________
	       	*Relationship to individual: ____________________________________
	       	Address: __________________________________________________
	       	Time/Days services will be most needed: ________________________
*Provider Name (if applicable): ________________________________

Other: 	Contact Person: ____________________ Phone#: ________________
	Email address: ________________________________________________
	       	*Relationship to individual: ____________________________________
	       	Address: __________________________________________________
	    	Time/Days services will be most needed: ________________________
		*Provider Name: ____________________________________________

Other: 	Contact Person: ____________________ Phone#: ________________
	Email address: ________________________________________________
	       	*Relationship to individual: ____________________________________
	          Address: __________________________________________________
	    	Time/Days services will be most needed: ________________________
		*Provider Name: ____________________________________________

Summary of Reasons for Referral:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ID Level:       ____ Borderline	____ Mild 	___ Moderate	___Profound

Mental Health Diagnoses (If applicable)___________________________________________ ____________________________________________________________________________________________________________________________________________________________________

Date of last psychiatric hospitalization (if applicable) _________

Other medical conditions_________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

Goals you are hoping for therapeutic consultation to accomplish:

Goal 1 ___________________________________________________________________________
Goal 2 ___________________________________________________________________________
Goal 3 ___________________________________________________________________________

Other necessary information_______________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	
Thank you so much for your referral with Voyage Behavioral Health, LLC!  We look forward to joining this individual’s support team! This completed and returned referral form will place the individual on the waiting list. Once there is availability for therapeutic consultation services, we will contact you to begin the service authorization in WAMS. Once open, please provide Voyage Behavioral Health with the following documentation: 

PCP Plan 
VIDES
SIS
Provider Choice Form
Release of Information
Pertinent Medical Information
Psychological Evaluation
Any other relevant documentation

__________________________________________			_________		
Service Coordinator Name/Signature					   Date	    
  	 
______________ 			______________		      __________________
Direct Phone #		                 Fax #			          Email address	
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