
Outpatient Treatment Referral Form 

Outpatient Referral Email: optx@atreatmentcenters.com OPTX Number: 970-964-2769 

Client success means Community success. 

 

 

Referring Agency 
 

Supervising Officer or Case Manager:        Referral Date:    

Referring Agency (Type/District):       Phone Number:      

Other Supervising Officer (If applicable):            

Client Information 

 

Name:          Gender: ☐ Male ☐ Female  D.O.B:    

Email:          Phone Number:      

Address:                

DOC #:     Social Security #:      Interstate Compact: ☐ Yes ☐ No 

Case Number/Charges:        Length of Supervision:     

Service Needs 
(Please Select All That Apply) 

 

☐ Evaluation ☐ Individuals ☐ Groups ☐ IOP☐ DUI Level 2 Four Plus ☐ DUI Track:      

☐ DV Evaluation Only ☐ DV and 2nd Contact Evaluation 

Current Treatments:               

☐ Other Information/Responsivity Factors (Ex. Spanish Speaking):       

                

Intake/evaluations are required for all new clients. 

Payment Info 
 

☐ Self-Pay ☐ Medicaid Number:      ☐ Voucher (Type/Amount):       

If client is self-pay, please have them bring their last two paystubs during intake. 

Required Information 
 

☐ LSI ☐ SSI ☐ SUI ☐ TCU ☐ Release of Information ☐ Alcohol Evaluation/Sentencing Order (DUI) 

☐ Police Report (DV) ☐ PSIR (If applicable) ☐ Copy of Voucher (If applicable) 

ATC Clients Only 
☐ Intensive Residential Treatment ☐ Community Corrections 

 

Projected Discharge Date:     Discharge Placement:        

Case Manager/Coordinator if returning back to Community Corrections:        
 

☐ Reliatrax Demographics Verified/Correct ☐ Required Information Uploaded in Reliatrax 

 

Referring Agent Signature:          Date:      
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