
GREYSTONE PROGRAMS, INC.
36 Violet Avenue, Poughkeepsie, NY 12601

Phone: (845) 452-5772  ~ Fax:  (845) 452-9338

HOME BEHAVIOR THERAPY PROGRAM
REFERRAL FORM

Date of Referral:_______________________

Name of Person Requiring Services:  _____________________________________________________________________

Home Address:________________________________ City/State:___________________________ Zip:______________

Date of Birth:__________________________________ Social Security #:________________________________________

Diagnosis (See eligibility criteria):_________________________________________________________________________

List documentation enclosed (please include copy of IEP for school-aged children):_________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Person Making Referral:  _______________________________________________________________________________

Telephone Number:  (         ) Relationship: ___________________________________________

Home Contact Person/Primary Care Provider(s): ____________________________________________________________
______________________________________________________ Telephone Number: (        )

Current School or Day Placement: _______________________________________________________________________
____________________________________________________________________________________________________

Other Services Currently Receiving:  ______________________________________________________________________
____________________________________________________________________________________________________

Reason for Referral (State in specific terms why individual is referred for Home Behavior Therapy, e.g.: developmental
delays, tantrums, aggression, non-compliance, difficulties with social interactions, etc.):  ___________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Special Concerns and/or Medical Concerns (Please include significant findings of last physical and current medication
regimen):  ___________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Please attach any additional information that will show evidence of the individual's disAbility.
Signature of person making referral:  _____________________________________________________________________

Please answer all questions above and mail with documentation requested to:

Home Behavior Therapy Program
Greystone Programs, Inc.

36 Violet Avenue
Poughkeepsie, NY   12601
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