COUNTY OF LOS ANGELES-DEPARTMENT OF MENTAL HEALTH
WELLNESS CENTER

DISPOSITION / REFERRAL FORM
Consumer Name________________________   Review Date:______________________
MIS #:_________________ D.O.B:__________  Consumer’s Phone #:______________
Referral Source: __________________________________________________________
Diagnosis: ______________________________________________________________
Medications:_____________________________________________________________
________________________________________________________________________

Justification for Referral: ___________________________________________________
________________________________________________________________________
________________________________________________________________________
Disposition of Referral: ____________________________________________________
________________________________________________________________________

________________________________________________________________________

Client Notified of Disposition: ___________________        by:_____________________





    Date



         Signature
Approved by Wellness Team:

Physician Signature: ___________________________  Date:______________________
Signature: ____________________________
Date:______________________

Signature: ____________________________
Date:______________________
Signature:_____________________________
Date:______________________

