
CORE Referral 

Name (First, Last)(Required} _____________________ _ 

Phone: ________________________ _____ _ 

DOB: __________________________ _ 

Address: ____________________________ _ 

Gender ______ Race ________ Primary Language ______ _ 

SSN ____________ _ 

Participant Health Care Information 

Managed Care Organization(Required) 

o Excellus

o Fidelis

o Molina

o MVP

o United

o Select One(Required)

o Tier 1

o Tier 2

Policy# or Plan ID(Required} ______________ _ 

BH Primary Diagnosis (ICD-1 OF Code)(Required} ______________ _ 

MCO Contact Name (First, Last)(Required} ________________ _ 

MCO Contact Phone #(Required} ____________________ _ 

MCO Contact Email(Required} ____________________ _ 

Medicaid CIN(Required} ______________________ _ 

Referral Source 

Name (First, Last)(Required} _____________________ _ 



Agency Name(Required) ________________________ _ 

Agency Phone #(Required) ____________________ _ 

Email(Required) __________________________ _ 

Agency Fax #(Required) __________________ _ 

Any Known Safety Concerns? If none, list "N/A"(Required) 

Examples: History of violence, weapons in the home, dogs, sex offender, general concerns, 

etc. If none, list "N/A" _________________________ _ 

Any Identified Service Restrictions Surrounding Participant Availability? If none, list 

"N/A"(Required) __________________________ _ 

MHA Rochester Services(Required) 

Please select the service(s) you are interested in. 

o CORE Psychosocial Rehabilitation

o PSR - Employment

o PSR - Education

o Empowerment Services (Peer Supports)

o Family Support & Training








