
BUTLER HOSPITAL ECT DEPARTMENT
BUTLEHOSPITAL

ECT PROGRAM - CLIENT REFERRAL 

 CLIENT:  DOB:  SS#: 

 PREFERRED PHONE #:  ALTERNATE PHONE #: 

 ADDRESS: CITY: 

 STATE: ZIP CODE: 

 PRIMARY INSURANCE: SUBSCRIBER: POL. #: 

 SECONDARY INSURANCE: SUBSCRIBER: POL. #: 

 CLIENT REFERRAL REQUIRES: 

□ LETTER OF REFERRAL FROM OUTPATIENT PROVIDER 

□ THREE MOST RECENT PROGRESS NOTES OR REPORTS 

□ CURRENT MEDICATION PROFILE 

□ CURRENT INSURANCE INFORMATION 

EMERGENCY CONTACT: 

 ________________________________________________ 

 ________________________________________________ 

 ________________________________________________ 

_____________________________________ 

REFERRING PHYSICIAN (PLEASE PRINT) 

________________________ 

DATE 
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