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Email: aweaver@lscctx.org   Ph: 512-686-0695 

 

 

Rev. 12/09/2025 AW 

 
 

 
 
 
 

MBCC Patient Screening & Referral Form 
 

 
Name: _______________________________________________ DOB: ___________________________ Pt. Age:_______ 

Email: ________________________________________________________________ Phone: _________________________ 

Address: _______________________________________________________________________________________________ 

City: ____________________________________ Zip Code: ___________________ County: ________________________ 

Social Security #:  ________________________________  

Household Size:  _________________  Estimated Household Income: $______________________ (H, W, M, Y) 

Resident Status:    US Citizen     Permanent Resident  Naturalized Citizen 
 
Current Insurance Coverage?    Yes      No 

Currently in Treatment?    Yes     No    If yes, where? ______________________________________________ 

 
Notes: 
 

 
 
 
 

Athena ID: _____________________  Med-IT ID: _________________________ 

Pt. Language: __________________  Date of Diagnosis: _________________ 

 

 

 

Referral Date: _______________________ 

Referred By: _________________________ 
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