
 
Specialty Mental Health (aka STAR program)

Referral Center Face Sheet

Patient Information:                      Name:  M / F       Telephone #:   Street Address:                   Date of Birth:City & Zip:    __________________________________________________              VCMC MR#:       Insurance info. (REQUIRED):                   Ins. ID #:  Urgency of Request (Please check one)
 Routine                         Urgent 

Requesting Provider Information:Name:         MD      DO      NP     Facility: Academic Family Medicine Center             Telephone number: (805) 652-6100Fax number:  (805) 652-3252
Specialty Requested-indicate preferred specialist if applicable_______________________________________:
 Behavioral Health

Reason for Referral – What clinical question do you want answered?

___________________________________________________________________________________________________________________

Contact Person:   
Please check one:             Consultation Only     Consultation with Option to Manage

VCMC Ambulatory Care Referral Center2323 Knoll DriveVentura, CA 93003PHONE 805 677-5286FAX 805 677-5263 04/2010

 


