
 
CHR School Based Referral Form - Killingly Public Schools 
Please email referrals to Diane Reas LCSW, Clinical Supervisor (Dreas@chrhealth.org) 
 
Date  ___________________  School_______________________________ 
 
Name  ______________________________________________   DOB _______________________      

Gender  circle one  Female     Male        Other _____________________________ 

Address__________________________________________________________________________ 

Parent/Guardian Name 
________________________________________________________________________________ 

Phone _____________________________________________ 

Email address________________________________________ 

If no email address, why:   

___Doesn’t have one 

___Prefers not to use 
 

Primary Care Doctor/Pediatrician: _____________________________ 
 
Insurance:  

If Husky, ID: __________________________  

    If commercial: Name of Company: _______________________________________ 

 ID Number ________________________________________________________ 

Group number _____________________________________________________ 

Phone number (Ask for a number for Mental Health or SA sxs, Provider services, 
precertification) _____________________________________________________ 

 Policyholder’s name __________________________________________________ 

  Policyholder’s DOB __________________________________________________ 

 Policyholder’s address ________________________________________________  

 

CHR USE ONLY 
Date first contact with family: _____________ 
Date first appt offered: __________  Date first appt accepted: __________ 
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