
Riley Child and Adolescent Psychiatry Clinic Provider Information Form
Patient Information
	Name      
	DOB       
	Gender        

	Street Address      

	City/State      
	Zip Code      

	Parent/Guardian Name      

	Preferred Phone       

	This Provider Information Form (to be completed by the provider) and a Patient Information Form (to be completed by the caregiver) are required before patients will be scheduled. The two forms may be submitted separately.

	 FORMCHECKBOX 
 Copy of required Patient Information   

          Form provided to patient by our office to

          be submitted separately 
	 FORMCHECKBOX 
 Copy of required Patient Information     

           Form being  faxed with this 

           Provider Information Form
	 FORMCHECKBOX 
 Please send copy of required Patient  

           Information form to patient for  

           completion 


Provider Information (physician, psychologist, or licensed mental health provider information required)
	Name       

	Office Phone       
	Office Fax      


Required Information
	1. List known or suspected psychiatric diagnoses: 

	     

	

	2. List the key concerns to be addressed: 

	     

	

	3.  What services are you recommending for this patient? Please check below:

	 FORMCHECKBOX 
 Clarification of Diagnosis      FORMCHECKBOX 
 Psychotherapy/Behavioral Training   FORMCHECKBOX 
 Autism Workshops
 FORMCHECKBOX 
 Medication Management     FORMCHECKBOX 
 Psychological Testing                            FORMCHECKBOX 
 Parent Skills Training                                          

	4. List comorbid medical diagnoses:      

	

	

	

	5.  Are you willing to prescribe ongoing psychiatric medications once patient is stabilized?

	 FORMCHECKBOX 
 Yes                                                            FORMCHECKBOX 
 No                                                FORMCHECKBOX 
 NA or Not Sure


Please fax this form to: 
Fax (317)948-0609
This form will be returned to provider with the information completed below.
	RCAPC Use Only                                                                                                                                         

	Assigned Provider:                                  
	Appointment Date:      

	Reason patient not scheduled   
 FORMCHECKBOX 
 Unable to contact                    FORMCHECKBOX 
 Patient declined appointment                   FORMCHECKBOX 
 Patient Paperwork Not Received
 FORMCHECKBOX 
  We have reviewed the information and our available services do not best meet the needs of the child                    

	Comments:  


Riley Child and Adolescent Psychiatry Clinic       Christian Sarkine Autism Treatment Center
   Riley Consultation and Liaison Service
James Whitcomb Riley Hospital for Children  Room 4300 702 Barnhill Drive  Indianapolis, IN 46202-5200  (317) 944-8162


