
NPTVRS  
(208) 843-9395 

                                                                     

 

 

 

Date: _____/_____/_______                                      

                                                                                   Name: ____________________________________ 

                                                                                Gender: Female ___ Male ___ Other __________ 

                                                                       Date of birth: ____________________________________ 

                               Federally/State Recognized Tribe: ____________________________________ 

                                                                       Enrollment #: ____________________________________ 

                                                     Last four digits of SS#: ____________________________________ 

                                                                                Phone #: ____________________________________ 

                                                                                   E-mail: ____________________________________ 

                                                                  Street Address: ____________________________________ 

                                                                   City, State, Zip: ____________________________________ 

                                                    Documented Disability: ____________________________________ 

          Receive services from behavior health clinic: Yes ___ No ___ 

                Are you a U.S. Veteran: Yes ___ No ___ 

                                                Name of Referral Source:  Self-referred _____ Other __________

Would you like to attend an NPTVRS orientation to find out more information about our 

program? 

Yes ___ No ___ 

(If you select yes, we will reach out to you within two weeks to schedule your orientation.) 

 

Referral Form 
(This is not an application.) 


