
 
 

 
 

REFERRAL INFORMATION 
 
 
 

Name: __________________________________________________________________  
 
Date of birth: ____________________________________________________________ 
 
Contact person (parent or guardian): ________________________________________ 

 
 Home telephone number: __________________________________________________ 
 
 Alternate # Cell or Work: __________________________________________________ 
 
  
 Insurance: ______________________________________________________________ 
 
 Insurance policy number: _________________________________________________ 
 
  
 Referral source: _________________________________________________________ 
 
 Referral source telephone number: _________________________________________ 
 

BRIEF DESCRIPTION OF PRESENTING ISSUES (Reason for referral, current 
medication, therapist preference, location preference, prior counseling, relevant history, 
etc.): 

  
 _______________________________________________________________________ 
     
 _______________________________________________________________________ 
 
 _______________________________________________________________________ 
 
 _______________________________________________________________________ 
 
 _______________________________________________________________________ 
 

 


