
Hooper DSC Referral Form

Hooper DSC Referral Form 4-20 

Appointments are available Monday through Friday with slots available between 8:00 AM and 

1:00 PM. We ask that patients arrive 30 minutes early. 

• We require a ten day supply of medications in the original package (including insulin and
inhalers).

• Controlled substances such as Suboxone, Librium, Ativan, Ambien, Adderall, barbiturates,
and Lyrica are not allowed in our facility. Please do not bring controlled substances unless
the intent is to destroy them.

• Please call or email if you’re unsure what to bring. You may bring T-shirts, undergarments,
books and journals.

Referring providers, please fill out the attached items and email the completed forms to: 

HooperReferrals@ccconcern.org. A staff member will call you to schedule an appointment. You 

must speak with the Hooper admissions team to confirm appointment availability. If they do 

not schedule you into a slot, you do not have an appointment. 

Legal Name: _______________

Preferred Name: ___________

Gender:  □ Female □

□ Trans Male/Trans Man/Affirm

□ Agender/Without Gender □

Which pronouns do they go by

Is the patient pregnant?   □ Yes

Contact Information 

We will call you and the client back to schedule the appointment within 48 hours of receiving 

the referral.  Please attach an ROI – without one we cannot process the referral. 

Patient Phone Number: _

Referring Agency: _

Contact Person for Referral: _

Is there a Discharge Plan in P

Discharge Agency: _________

Contact Person for Discharge Pl
__________________________________________ 
 Phone Number: ________________________ 
______________________
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Patient Information 

________________ Date of Birth: _________________ 

________________   

 Male  □ Trans Female/Trans Woman/Affirmed Woman

ed Man □ Genderqueer/Gender Non-Conforming

 Declined □ Additional Category:_____________________

? □ She/Her □ He/Him □ They/Them □ Don’t Know/Decline to answer 

     □  No □ Unknown

_____________________ 

lace?  □ Yes: _____________________     □  No     □ Unknown 

________________ Phone #:____________________________ 

anning:  _________________________________________________ 
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Substance Use History and Medical Information 

What substances are being used regularly? 

______________________________________________________________________________ 

______________________________________________________________________________

Is there daily use of the above substances? □ Yes □ No  

Have they used in the last 48 hours? □ Yes □ No  

How long have they been using without a break? _____________________________________ 

Any Medical Conditions? □ Yes     □  No     □ Unknown 

If yes, please list here: 

______________________________________________________________________________

______________________________________________________________________________ 

Any Mobility Issues (i.e. wheelchair, walker, cane): □ Yes     □  No     □ Unknown  

If yes, please list here:  

______________________________________________________________________________ 

Any Mental Health issues: □ Yes     □  No     □ Unknown 

If yes, please list here:  

______________________________________________________________________________ 

______________________________________________________________________________ 

Please list all current medications: 

Name of Medication or Supplement Dose, if known Times/day 
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