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Initial Contact Form

Date______________

Consumer Name _________________________________________________________

Service Needed __________________________________________________________

Phone __________________________ Cell Phone ______________________________

Legally Authorized Representative ___________________________________________

Emergency Contact Name __________________________________________________

Emergency Contact Phone ______________________ Cell Phone __________________

Employer/School _________________________________________________________

Medical Assistance # __________________________________________

Referral Source __________________________________________________________

Phone ___________________________ Email _________________________________

Current Psychiatrist/Therapist _______________________________________________

Alliance, Inc.
7701 Wise Avenue
Baltimore, MD 21222

(410) 282-5900
TDD( 410 ) 282-0613
Fax (410) 282-3083


