
 
www.stillwatersmentalhealth.com 

Phone: 720-263-2528 
Fax: 866-214-1683 

 
 

Provider Referral Form  
 

 
Provider Information  
 
Referring Provider Name: ___________________________________________ 
 
Provider Phone Number: ____________________________________________ 
 
Provider E-mail: ____________________________________________________ 
 

 
 
Patient Information  
 
Patient Name: _____________________________________________________ 
 
DOB: ____________________    Phone Number: ________________________ 
 
Insurance Carrier: __________________________________________________ 

 

Reason for Referral: ________________________________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 

Provider Signature: _________________________________________________ 

 
Please complete this form and submit via fax at 866-214-1683.  

If you are familiar with our providers, you may suggest one if you feel like there may be a good 
fit on the form, however we are happy to provide our best recommendation based on the 

clinical and logistical needs of the patient when we reach out to them.  Once received, we will 
reach out to the patient via phone within 48 business hours.  


