Regional Community Support Center
for Region IV
Southside Virginia Training Center

Petersburg, Virginia
REQUEST FOR OUTREACH SERVICES

                                                                                                 DATE OF REQUEST: ____________________

REQUESTOR: (CHECK AS APPROPRIATE)
CSB ____
FACILITY ___
CENTRAL OFFICE ____







PRIVATE PROVIDER ____
OTHER ____

NAME OF REQUESTOR’S ORGANIZATION: _____________________________________________________

ADDRESS________________________________ CITY____________ STATE_______ ZIP CODE___________

NAME: ______________________________________________
DOB: _______________________

AGE: _____
SEX: ____
LEGAL ADMISSION STATUS: _____________________________________

DATE OF ADMISSION: ________
COMMUNITY SERVICES BOARD: __________________________

REFERRING/CONTACT PERSON:_____________________________
PHONE #: ___________________

A physician order must accompany a request for the following services: Physical Therapy, Occupational Therapy, Nutritional Management, Speech and Audiology, Vision.
DIAGNOSIS: (Attach a copy of most recent psychological and diagnostic evaluation/information).

TYPE OF SERVICE(S) REQUESTED:

CLINICAL REASON(S) FOR REFERRAL:

CURRENT TREATMENT PLAN:

CURRENT MEDICATION(S):

_____________________________________________________________________________________________

(To be completed by RCSC Coordinator)
ACTION TAKEN:_____________________________________________________________________________

_____________________________________________________________________________________________

RECEIVING SERVICE/DEPARTMENT HEAD: _______________________________
    DATE:___________

Return the completed “Request for Outreach Services Form” to:
RCSC Coordinator – 








SVTC Facility Director









Southside Virginia Training Center









PO Box 4030, Building 78










Petersburg, Virginia 23803









Phone # (804) 524-7013










Fax # (804) 524-7228
