@Brookwood

Medical® Center

The Inner Path

Partial Hospitalization Program
Phone: (205) 877-5454 Fax: (205) 877-2565

Referral Information Form

Date:

Referring Clinician:

Phone:

Patient Name:

Patient Address:

Phone:

Alternate Phone:

Patient SSN:

DOB: Age:

Emergency Contact Name:

Phone:

Insurance (Primary):

Phone:

Insurance Subscriber Name:

Contract/Policy Number:

DOB:

Insurance (Secondary):

Phone:

Insurance Subscriber Name:

Contract/Policy Number:

DOB:

Reason for Referral:

If referred from inpatient facility, please include patient’s current
history and physical, medication list, facesheet, and estimated date

of discharge.

Please fax completed form to (205) 877-2565.



