
WE ARE HERE TO HELP 
• Are you the parent of a child

ages 5-17 years old and
worries about his or her
behavior?

• Is your child angry, violent or
defiant with you, in school
and/or in the community?

• Has your child been suspended
or arrested?

• Is your child skipping school or
failing?

*****************

• Do you have issues with anger
violence or anxiety?

• Do you sometimes feel out of
control?

• Are you having conflicts in your
persona, parent and peer
relationships?

• Do you feel sad, overwhelmed
and emotionally numb?

DO YOU NEED HELP WITH: 

• ACCESSING
ENTITLEMENTS
(HOUSING, FOOD,
HEALTH INSURANCE)

• EMPLOYMENT
• TRANSPORTATION TO

APPOINTMENTS

DID YOU KNOW?... 

WE PROVIDE SERVICES AT NO 
COST TO YOU FOR INDIVIDUALS, 
CHILDREN AND FAMILIES WITH 
MEDICAL ASSISTANCE  

One Source Wellness Works 

22 West Pennsylvania Ave, Suite 

410

Towson, MD 21204

(443) 377-0823

Date of Referral: _________________
Referral Agency (If applicable): ____________________________________ 
Referral Source: __________________________
Referral Source Contact Number: _____________________

Client Name: _______________________  DOB: _____________

Medical Assistance or Social Security Number: ______________________

Phone Number: ________________  Email: ______________________________

Address: _______________________________________________________________

Parent/Guardian Name (If applicable): _______________________ 

Phone Number: ________________  Email: ______________________________

Primary Concerns: ______________________________________________________________________

____________________________________________________________________________________

Are you currently receiving mental health therapy?Have you ever received PRP Services?

Yes NoYes No
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