
       PATIENT ADMISSION CONTACT FORM (PAC) 
  Patient Referral Fax: (833) 296-0864   I   Patient Referral Email: patientsupporthelp@cleanslatecenters.com 

 

Patient Information 

Patient’s Full Name (Including Middle Initial): 

Patient’s DOB: ____________________________

 Patient’s Gender at Birth: ☐ Male ☐ Female 

Patient’s Current Address: _____________________________________

Patient’s Primary Phone #: _____________________________________

Patient’s Email Address: _______________________________________ 

Insurance Information

Primary Insurance: _______________________________

Insurance Member ID#: ____________________________

Secondary Insurance: ___________________________________

Insurance Member ID#: __________________________________ 

 Treatment 

Treatment Type:  ☐ SUD Assessment  ☐ MAT  ☐ SUD BH Counseling Only  ☐ MAT & SUD BH Counseling 

Is Patient Currently on Methadone? ☐ Yes ☐ No 

If Yes, Please List Current Dose: ___________________________ 

Is Patient Pregnant? ☐ Yes ☐ No        

If Yes, Please Check Trimester: ☐ 1 ☐ 2 ☐ 3 

State & CSC 
Location 

☐ Arizona   ☐ Indiana    ☐ Kentucky   ☐ Massachusetts  ☐  Ohio  ☐  Pennsylvania  ☐  Virginia  ☐  Wisconsin
Center Location: ________________________________________

 

Primary Referral Source Contact Information 

Referral Source Name: ______________________________________   

Company Name: __________________________________________ 

Email: ___________________________________________________  

Preferred Form of Communication:  ☐ NA  ☐ Email  ☐ Phone ☐ Fax 

Referral Source Title: ___________________________

Phone #: _____________________________________

Fax number: __________________________________ 

Referral Source Communication 

Status Updates: ☐ NA  ☐ Enrollment Confirmation  ☐ Appointment History  ☐ No-Shows  ☐ Monthly Progress 
☐ Medication(s)/Dosage  ☐ Lab Results   ☐ Non-Compliance  ☐ Other: _______________________________________
Other Documentation: ☐ Treatment Plan  ☐ Discharge Summary  ☐ Assessment  ☐ LOC Recommendation Letter 
☐ Compliance to Treatment Letter ☐ Verification of Treatment Letter  ☐ RTW Letter   Other: _________________________
Enclosed Documents: ☐ Collateral Documentation  ☐ Legal Records  ☐ Required Forms  ☐ Protocol   

CleanSlate Point of Contact (CL): _____________________________   Phone: ____________________________________ 

Please List Other Communication Requests or Needs Here: _____________________________________________________ 

Admission Staff ONLY 

Appointment Date: _________________________     Time: _______________________    PSA Initials: ___________________ 
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