
Date:

Phone:      Address: 

    Not Sure    

Preferred Appointment Time and Date (Choose one):      AM     PM     No Preference   Date:

Preferred Appointment Location (choose all that apply): 

_____ 27th Avenue : 3864 N 27th Ave, Phoenix, AZ  
_____ Olive Integrated Clinic: 6153 W Olive Ave, Glendale, AZ  
_____ Stapley Integrated Care: 1111 S Stapley Dr.,  Mesa, AZ  
_____ Indianola Clinic: 2445 W Indianola Ave, Phoenix, AZ (appointments and walk-ins accepts for Primary Care, 
walk-ins only for behavioral health) 
_____ Other Terros Health Clinic 

PROBATION OFFICER: ___________________               CHECK IN SITE (ex: WRC, BCB, PSC):_________ 

OST/FROST:__________________                 RELEASE DATE:_________________________ 

 PROBATION OFFICER CONTACT INFO: _____________________________________________________

BRIEF DESCRIPTION OF TRANSITIONAL NEEDS (if applicable):___________________________________ 

DISPOSITION (For Terros Health Use Only): 

☐ Referral Accepted.
☐ Referral Declined.  Reason:   needs do not fit services offered,   out of service area
Alternate referral suggested:

____________________________________________________________________________________

AHCCCS ID (If available): Health Plan:

 AHCCCS Status (please choose one)     Active      Suspended      Eligible       Not Active  

Reason for Referral (check ALL that apply): 

_____ Behavioral Health Assessment/Counseling/Group/Programs, etc. 
_____ Primary Care/Physical Health (Wellness Checks) 
_____ Substance Use Treatment 
_____ Medication Assisted Treatment (MAT) 
_____Peer Support/Community Resources Needed 
_____Other  (Please describe:

Incarceration Status: Currently Incarcerated Not Incarcerated(which jail?)

Client Name: DOB: 

TARGETED INVESMENT PROGRAM (TIP)         
REFERRAL FORM 

Send referral and signed ROI (if applicable) via email to: TIP@terroshealth.org  
(please complete form with  as much information as you have available for client) 

*Please email any questions to TIP@terrshealth.org

____________ _____________________________________________________________________

_____________________________________________________________________________________________

___________________________________________________________________________________________________

________________________

_______________________________ ________________________________

mailto:TIP@terroshealth.org
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