[Your Clinic Name Here]
Address, Phone, fax, Email 
 

RE:  Treatment Referral 
Patient Name 
Address 
DOB 
     

Dear Treatment Facility, 

Patient Name was recently seen/evaluated in our office on Date of letter. Patient Name is a Age-year-old gender with a diagnosis of and is currently engaged in medication assisted treatment with our practice. Patient Name also has the following co-occurring disorders: ***. Current barriers to treatment include: ***.  Patient presently meets ASAM criteria for (Withdrawal Management, Outpatient, Intensive Outpatient, Partial Hospitalization, Short-term residential, Longer-term Residential, Halfway House, ***). 

As a result, I am referring Patient Name to your office for evaluation and intake. We have discussed possible treatment options should, based on your assessment, this patient require an increased level of care. I have attached supporting documentation, but please feel free to request any additional information you require.  

I look forward to working with you directly in the treatment of Patient Name’s and ask that you not hesitate to contact our office with any questions or comments you may have concerning his/her/their care. 

Sincerely, 

Author’s name, credentials. 

[Your Clinic Contact Infor Here]
Phone:
Fax: 

Enclosed: 
[bookmark: _GoBack]Release of Information (42cfr)
Any relevant labs/orders/etc . attached. 


