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Certified Peer Specialist Program Referral
This form may be completed by anyone but MUST be signed by a Licensed Practitioner of the Healing Arts (LPHA); a Physician, Licensed Psychologist, Certified Registered Nurse Practitioner or Physician’s Assistant.
Please fax this completed referral form and documentation of a mental health diagnosis to: 412-749-7765, attention CPS Program. If you have any questions regarding this form or the CPS Program, please contact Jim Boaks at 412-749-7888.
Name: _______________________________     Date: _____________________
Address: _____________________________     City: ______________________   Zip: ___________

Phone: _______________________________                                                            DOB: __________
MA ID#: _____________________________    Social Security Number: ______________________

Referral Source: ____________________________________

Position: ___________________________________________   Organization: ___________________

Address: ___________________________________________________________________________

Phone: ____________________________              Email: ____________________________________

Primary Care Physician: ____________________________________   Phone: ___________________
Address: ____________________________________________________________________________

Diagnosis:  SMI-Serious Mental Illness -- A condition experienced by persons 18 years of age and older who, at any time during the past year, had a diagnosable mental, behavioral, or emotional disorder that met the diagnostic criteria within the current DSM and that has resulted in functional impairment and which substantially interferes with or limits one or more major life activities. Adults who would have met functional impairment criteria during the referenced year without the benefit of treatment or other support services are considered to have serious mental illness. Substance use disorders and developmental disorders are not included.), I would consider tweaking this form to more specifically state the functional impairment itself is a direct result of the mental illness.  

Mental Health Diagnosis: ____________________________        ICD 10 code: _________

                                          ____________________________        ICD 10 code: _________




       ____________________________       ICD 10 code: _________

Medical Issues/Needs:     ______________________________________________________________

                                         ______________________________________________________________

Functional Impairment that interferes with or limits performance (relative to their ethnic or cultural environment) in

at least 1 of the following domains: Please describe.

Difficulties that substantially interfere with or limit: 

(i) A person from achieving or maintaining one or more developmentally-appropriate social, behavioral, cognitive, communicative, or adaptive skills; 

(ii) Role functioning in one or more major life activities including basic daily living skills (e.g., eating, bathing, dressing); 

(iii) Instrumental living skills (e.g., maintaining a household, managing money, getting around the community, taking prescribed medication); and 

(iv) Functioning in social, family, and vocational/educational contexts.

Reason for referral (how may a CPS support the consumer in one or more of the above areas)
By signing this form, the Practitioner has reviewed the referral information, attests to its accuracy and recommends the above consumer for the Certified Peer Specialist Program.

___________________________________________                              ___________________                       

Signature of Licensed Practitioner of the Healing Arts                                          Date

Printed Name and Credentials: ____________________________________________________

Professional License Number: ____________________________________________________

__________________________________________

       ___________________


                   Participant Signature                                                                            Date
