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Referral Form 
 
Is Client aware of and agreeable to this referral?      Yes            No  
Refer To:    Individual Therapy    Individual Therapy      Medication Management        Medication Management
                           Age 4-18          Age 18 and above               Age 5-18                              Age 18 and up 
 
Reason For Referral: ___________________________________________________________________ ____________________________________________________________________________________ Client Information: 
First Name: ________________   Middle Initial: ____    Last Name: ______________________ 
DOB______________________  Age: _______________________   
Primary Insurance: _______________________ Secondary Insurance: ____________________ 
Parent/guardian name (if under 18 years): _________________________________________ 
Home Phone: _______________________          May we leave a message?     Yes        No   
Cell Phone: _________________________         May we leave a message?     Yes        No   
Email: ________________________________________________________ 
 	May we email?      Yes      No 
*Note: Email is not considered to be a confidential medium of communication 
 
Referring Professional: 
Name: _______________________________________ Specialty: _______________________ 
Practice: _____________________________________________________________________ 
Phone: ________________________________ Fax: __________________________________ 
 
Please Fax Completed Form To:  865-263-2300 
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