Binghamton University Psychiatric Services Referral to Psychiatric Care Form

1) In order to receiveQsychiatric medicationanagemenserviceghrough Decker Studentdealth
Services, we require students with active symptoms be engagthda therapist/counselor (oror off
campus, locally or dtome by skype/phonappointments). We want tprovide the most effective
collaborativecarefor our studentsandare askingtherapists or prescribert® fill out the information
below andfax this formto our office(607-777-5280)0 help linkthe studentwith medication
management. The studentan also be givetihe formto uploadinto our secure health portal if faxirg
not an option. Thestudentwill not be given anntakeappointment until this informations received.

2) Once we have receivetlis formfrom the therapist and/or prescribingrovider,we willschedule the
student with amentalhealth initialappointmentif they are appropriate for the services we offer. If
more intensivecareis needed, weavill givethem information regardingff campus providers. We doot
provide urgent/emergenpsychiatricservicesthis isdonethroughour local Fmergencysoom, UHS
BinghamtonGeneraHospital CPEBQ7-762-2302.
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-Diagnosis antrief summary of reasons for referrsd medication evaluatiorfincludediagnoses, past
medicationtrials andresponses tanedications if known):

-Date of last time and next time you will see the student:
-Number of sessions/appointments you have had with the student:
-Will you continudo treat the student while in school or over breaks?

-Your recommendations for talk therapy (example, # sessions per week, group or individual, etc., OUR
COUNSELING CENTER PROVIDES ONLY BRIEF THERAPY and groups).

Therapist/Provider/MD, NP, DO®A contactinformation:
Name and credentials:
Phonenumberandfax number:

E-mailaddress{if used,patient will be referredo by initials anchon-identifyinginformationonly):

Signature: Date:






