
PATIENT REFERRAL 

         Date: 

Current Diagnoses and List of Medications: 

Referring Provider: 

Name and Title: 
Specialty: 
Facility: 
Phone: 
Fax:

Services being requested: 

Referred To: 

Eagle River Behavioral 
Health, LLC.

Address: 12812 Old
Highway, STE C4
Eagle River, AK 99577

Phone: (907) 726-0378
Fax: (907) 726-0374

Patient Information: 

Full Name:
Date of Birth:
Address:
Phone:

Primary Insurance:
Insured's Name:
ID Number:

Secondary Insurance
Insured's Name:
ID Number:
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