Referral Form

BOSTON CENTER FOR REFUGEE HEALTH & HUMAN RIGHTS at Boston Medical Center 

Please Fax to Dana Rous at 617.414.4796 
Ph. 617.414.4648 - email. dana.rous@bmc.org
Date of Referral:  _______________
   MRN (internal):___________________
Type of Service Requested:                                    Appointments Scheduled (Internal)
	 FORMCHECKBOX 

	BCRHHR Intake
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Mental Health Treatment
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Psychological Evaluation for affidavit

Due:  
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Ongoing Medical Care
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Forensic Medical Evaluation for affidavit

Due: 
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Case Management
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Career Development
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	ESOL
	 FORMCHECKBOX 

	

	 FORMCHECKBOX 

	Legal Referral
	 FORMCHECKBOX 

	Referred to:  

	 FORMCHECKBOX 

	Dental Screening
	 FORMCHECKBOX 

	


PATIENT/CLIENT INFORMATION (Must be filled out completely)
Name (last, first)__________________________________________    Gender:  Male  FORMCHECKBOX 
   Female  FORMCHECKBOX 
    
Date of Birth: _______________


Telephone:  _________________________________________OK to leave message: Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     

Email Address:  ______________________________Is this a good way to contact?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
     

Address/Street, City, State, Zip Code___________________________________________________
__________________________________________________________________________________

Country of Origin: __________________________               
First Language:  _____________________   Other Languages Spoken:______________________      
Fluent in English: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   Interpreter: Required  FORMCHECKBOX 
  Preferred  FORMCHECKBOX 
   
Marital Status: Single  FORMCHECKBOX 
   Married  FORMCHECKBOX 
   Widowed   FORMCHECKBOX 
     Divorced  FORMCHECKBOX 
   

Legal Status:  Asylum Seeker  FORMCHECKBOX 
   Asylee  FORMCHECKBOX 
   Refugee   FORMCHECKBOX 
    Temporary Protective Status  FORMCHECKBOX 
   Witholding Removal  FORMCHECKBOX 
  Undocumented  FORMCHECKBOX 
   Student Visa  FORMCHECKBOX 
    Citizen   FORMCHECKBOX 
   

Work Authorization: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
        Currently Working: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   

Health Insurance: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   If Yes, what type: _______________________
Has client been to BMC previously? Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   
Referred by: ________________________________Agency________________________________
Phone:  ______________________________  Email:  ______________________________________
Relationship to Client:_______________________________________________________________
Primary Trauma History:  (please indicate type of persecution)
Domestic Violence: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   FGM: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   Trafficking:  Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   
Gang Violence: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
   War Trauma: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

Torture survivor: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
      Family of torture survivor:  Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
      

Was client threatened with injury or death?
Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
         
Was client detained, imprisoned, captured, or kidnapped?
Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
         

Was client physically attached, beaten injured or otherwise harmed?  Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
         
Does client have physical scars resulting from torture? Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
    
Who hurt the client?  Police  FORMCHECKBOX 
   Army  FORMCHECKBOX 
    Security Forces  FORMCHECKBOX 
   Other group  FORMCHECKBOX 
  ​​​​​​​_________________ 
Known details of persecution or torture:  

ASYLUM SEEKER CLIENT INFORMATION

Date of most recent arrival in US: ___________   Past 1 yr filling: Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
        

BASIS FOR ASYLUM APPLICATION
Check all that apply:

Race  FORMCHECKBOX 
       Religion  FORMCHECKBOX 
        Nationality  FORMCHECKBOX 
       Political opinion  FORMCHECKBOX 

Membership in a particular social or ethnic group  FORMCHECKBOX 
     
Client has Attorney:  Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 
         

FORENSIC EVALUATION INFORMATION  Please allow a minimum of 3 months advance notice
What type of evaluation are you requesting?  Physical FORMCHECKBOX 

Psychological FORMCHECKBOX 
  Gynecological FORMCHECKBOX 
 

Is this an:  Asylum Interview  FORMCHECKBOX 
   Affirmative Merits Hearing FORMCHECKBOX 
   Defensive Hearing FORMCHECKBOX 

Date of Interview or Hearing:_________________________________________________________
Date affidavits need to be submitted:  Please be specific:  __________________________________

___________________________________________________________________________________
ATTORNEY INFORMATION
Is this case:
PAIR  FORMCHECKBOX 
   Other Pro bono  FORMCHECKBOX 
   Reduced Fee  FORMCHECKBOX 
   Regular Fee  FORMCHECKBOX 

Name:_____________________________________________________________________________

Agency/Firm:_______________________________________________________________________
Address:___________________________________________________________________________  
City: ___________________________  State: ____________   Zip:  ___________________________
Telephone: _______________________  Fax: ____________________________________________

Email: ____________________________________________________________________________
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