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	Referral Form
*Must provide insurance information and card before scheduling an appointment *
* Proof of guardianship is needed at first appointment if a client is living outside of their biological home *

Client’s Demographic Information

Date of Referral: _________________
Client’s Name: ______________________________ DOB: __/__/____ Social Security: ____________________
Client’s Marital Status: Single Married Divorced Widowed; Other: _________ Race: ___________ Sex: ______
Physical Address: ___________________________________________________________________________ 
Mailing Address: ____________________________________________________________________________
Email Address: _____________________________________________________________________________
Home Phone: _________________ Cell Phone: ____________________ Email: _________________________
Legal Guardian: ___________________________________________ Phone: ___________________________
Is this client living outside of their biological home: _______ If yes, do you have documentation of guardianship: _________
Insurance Name: _______________ Insurance ID: ____________________ Medicaid Plan: ________________
Is this a Medicare policy: ________ Secondary Insurance Information: _________________________________
Emergency Contact Name: __________________ Relationship to Client: ____________ Contact: ___________ Primary Care Physician: _____________________ Clinic Name: ___________________ Phone: _____________
School (if applicable): _____________________________________ Grade: _____________________________

Referral Source Information:
	Name:
	Phone:

	Agency:
	Email:

	Guardian has been notified of referral: 
	Release for disclosure obtained:



Reason for Referral: _________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Requested Services: _________________________________________________________________________________
__________________________________________________________________________________________________

Current Medications and dosage: ______________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Current and/or Previous Diagnoses: ____________________________________________________________________
__________________________________________________________________________________________________

Current and/or Previous Mental Health Services: _________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Fax completed form to (252) 351-0322 or email to pamlicocft@gmail.com 
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