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Referral Form 
 

Name:__________________________________________ Age/DOB:_____________________ 
 
Address:________________________________________ SSN: _________________________ 
 
City, State, Zip:__________________________________ Gender:  Male   Female   
 
Phone(s) ____________________(h)______________________(w)____________________(c) 
 
Is the client a minor: □YES     □NO      Legal Guardian__________________________________ 
Is the client involved with the Department of Social Services:   □YES     □NO      □UNSURE  
Do we have a copy of the court order/custody agreement:    □YES     □NO      □UNSURE 
Does the child receive Special Education Services?   □YES     □NO      □UNSURE 
Is there a need to coordinate services with school?         □YES     □NO      □UNSURE  
 

Employment / School Information: 

 
Name ________________________________________________________________________ 
 
Phone______________________________    Students:  Grade________________  
 

Referral Source Information: 

 
Agency Name and Address________________________________________________________ 
 
Phone_______________________   Contact Person___________________________________ 
 
Reason for Referral: (include diagnosis, prior treatment providers and psychotropic medications) 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Insurance Information: 

 
______________________________________________________________________________ 
Name of Insurance Company     Phone 
 
______________________________________________________________________________ 
Subscriber’s Name   Subscriber’s SSN  Subscriber’s DOB 
 
______________________________________________________________________________ 
Insurance ID #   Group #          Client Relationship to Subscriber 
 


