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          CLIENT #: ___________ 
 

Therapeutic MENTORING Request Form 
 
Date of Referral: _____________ Language Spoken by Client: ________________ By Parent: ___________ 
 
Name of Child: ____________________________   D.O.B.: ______________   Age: ________ 
 
Gender (Legal): _________________     How Identifies: _______________     Pronouns: _________________ 
 
Address: ____________________________   City: ______________   Zip: __________ 
 
Phone Number(s): ___________________________________________________ 
 
PARENT or GUARDIAN (name and rel’n): ___________________________________ 
 
Custody Status (Who signs releases?): ________________________________________ 
 
Name of School Child Attends: __________________________________________ 
 
Referred by: _______________________________ Agency: _______________________ Phone#: _________________ 
 
Hub (if diff from above): __________________________________________________ 
 
Hub Email/Phone #: __________________________________________________ 
 
 

!!IF REFERRED FROM OUTSIDE RVCC, THE FOLLOWING MUST BE ATTACHED!! 
 
CA: ____   TX Plan (with Goals/Interventions for TM): ____   Most recent CANS (2’s and 3’s): ____ 
 
Release of Info (SIGNED) for Hub: _____ 
 
 

Insurance Information  BHCA: ____ 
 
MMIS Number: ____________________       Policy #: ______________________ 
 
MBHP: ___    MBHP-HNE: ___      Wellsense/BMC/Fallon: ____        Tufts/Healthy Together: ____  
 
Commercial: BCBS: ____   Cigna: ____   Optum: ____   HNE: ____   Other: ________________________ 
 
Goals/Objectives being addressed by HUB:  
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Skills for TM to address:  
 
 
 
 
 
 
 

**PLEASE FAX TO 413-594-1912 or scan and email to: rvccCBHIreferral@holyokehealth.com** 
 
 

CBHI Coordination Only 
 
Received: ______________ Assigned date: ____________ Assigned to: _______________________ 
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