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BOH STR FORM 

 

 Date: _________________ 
CONTACT INFORMATION 
 
Client Name: _________________________________________________________________ 
   First                                                    Middle                                           Last  

 
Alias/AKA: _____________________________ 

 
Gender: _______________   DOB: _________________   Social Security #: ______________ 
 
  

Address: _____________________________________________________________________ 
  Street    City  State  Zip                     County 
 

 

Client’s Current Location: ______________________________________________________ 
 
Contact # (s): ___________________________________________________________________________________________________ 

 
REPRESENTATIVE (S) 
 
Does this client have a Legal Guardian, Mental Health POA, or Representative? __Yes __No 
 
______________________________________________________________________________ 
  Name   Representatives Authority                       Contact #   

INSURANCE 
 
 ___Medicaid ___BCBS ___NC Health Choice ___No Insurance* ____Medicare ___Tricare 
 ___Other (Explain :_______________________________________) 
 
Insurance ID # (if applicable):____________________________________________________ 
     

REFERRAL  
 
___Area Authority/LME      ___Provider/Agency          ___Doctor ___Family Member ___POA  
___Self          ___Legal Guardian         ___Therapist ___Hospital             ___Other 
 
______________________________________________________________________________ 
  Name       Contact # 
          

MH/SA/DD INFORMATION  
Presenting Concerns/Symptoms: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Bridges	of	Hope	
218 A East Arlington Blvd. Suite 100 

Greenville, NC 27858 
Telephone: 252.321-1621 

Fax: 252.565.0301 
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Medical Concerns: _____________________________________________________________ 
______________________________________________________________________________ 
 
Allergies: _____________________________________________________________________ 
______________________________________________________________________________ 
 
Medications:  _________________________________________________________________ 
______________________________________________________________________________ 

Is client compliant with medications? ____ Yes ____ No 
Diagnosis: ____________________________________________________________________ 
______________________________________________________________________________ 
 
Recent Inpatient/Outpatient History (Names/Dates): ________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Substance Use (Present or Past): _________________________________________________ 
______________________________________________________________________________ 
 
Current Suicidal/Homicidal Ideations: ___Yes ___No   
 
History Suicide Attempts (if applicable):___________________________________________ 
______________________________________________________________________________ 
 
Social History: ________________________________________________________________ 
______________________________________________________________________________ 
 
Legal Concerns: _______________________________________________________________ 
_____________________________________________________________________________ 
 
 
Form Completed By: ___________________________________________________________ 
 
 
 
 
NOTE: _______________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
 
  
***BOH Staff Only**** 
Appointments Scheduled:_______________________________________________________ 
Medical Necessity ___Approved ___Denied ____(Explain:____________________________) 
Medical Necessity Authorized By:_________________________________________________ 
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