
 

If you disagree with the above response, please contact the Team Supervisor at CARES at 805-884-6850. 
 
W&I 5328 (a) All information and records obtained in the course of providing services shall be disclosed in communications be-
tween qualified professional persons in the provision of services or appropriate referrals. 

PCP REFERRAL FORM FOR ADMHS ACCESS SCREENING 
 

TOLL FREE ACCESS TEAM PHONE # 1-888-868-1649 
ACCESS TEAM FAX # 805-884-6888 

This form is a request for Access Team Telephone Screening/Referral for your patient to various Mental Health profes-
sionals. Psychiatric evaluation/treatment via ADMHS facilities is restricted to patients who are significantly symptomatic 
and dysfunctional – e.g., psychotic, suicidal, severely depressed/anxious, etc.  IF YOUR PATIENT IS IN AN ACUTE CRISIS AND 
NEEDS IMMEDIATE PSYCHIATRIC INTERVENTION CALL 911/MHAT( MENTAL HEALTH ASSESSMENT TEAM – MOBILE). If you wish 
a telephone consultation with a psychiatrist, call 805-681-5113 and request to speak to the Quality Assurance/
Utilization Review psychiatrist. 

PCP TO FILL OUT – PLEASE PRINT OR WRITE LEGIBLY: 
 
DATE OF REQUEST ___________________PCP NAME __________________________________________ 
 
FAX # _____________________        PCP PHONE # ______________________ 
 
PATIENT NAME: _________________________  DOB: __________________  PHONE #:______________________ 
 
SSN #__________________    SEX: M / F (circle one) INSURANCE: MEDI-CAL / Other / None (circle one) 
 
(circle one) 
LANGUAGE:  English / Spanish / Other__________  
Patient has been notified of Referral to the Access Team – YES / NO 
Patient agrees to cooperate with telephone screening  – YES / NO 

Chief Complaint: 
 
 
Relevant Psychiatric History:( INCLUDE CURRENT MEDS) 
 
 
Relevant Medical History: ( INCLUDE CURRENT MEDS) 
 
 
Substance Abuse Issues: 
 

ACCESS TEAM RESPONSE 
  
     Referred to Santa Barbara County Mental Health Clinic:_______________________ When:____________ 
 
     Referral to Private Mental Health Professional:  Provider Name: _________________ When: __________ 
 
     Substance Abuse Issue. Patient agrees w/referral and gives verbal release for disclosure of substance abuse info. 
Patient referred to:________________________________________ 
 
     Diagnosis not covered by specialty Mental Health Plan. Please refer to fee for service Medi-Cal provider. Also may call  
provider services at CenCal Health: 805-562-1676 
 
     Other: _________________________ Services recommended are: ___________________________________ 
 
Access Team Clinician: ______________________________________ Date:__________________________ 


