
Care Connection

Referral Form for School-Based  
Asthma Therapy (SBAT) Program

Today’s Date: ___________________________________________________________________________

Patient’s Name: ______________________________________  Patient’s DOB:    / /   

Parent’s/Caregiver’s Name: ________________________________________________________________

Parent’s/Caregiver’s Phone Number: __________________________________________________________

Patient’s School: ________________________________________________________________________

Language (if other than English): _____________________________________________________________

Physician Name & Contact Info: _____________________________________________________________

Reason for Child’s Referral to SBAT Program (check all that apply)

    Financial concerns

    Frequent office appointments related to asthma

    Frequent ER/hospitalizations

    Frequent school absence related to asthma

    Non-compliance with asthma medications

    Re-enrollment in SBAT

    Other: _______________________________

Please fax to SBAT at (614) 355-6227.

For Office Use Only:  ____________ NoCxMed  _____________No PCP  ______________Overdue Appt

   ___________ AM routine  _________ Pt Resistant  _________________ InsProbs
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