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REFERRAL FORM

	Client Referred:  
	
	Date of Referral: 

	Client’s Contact Information
Address:  
Home phone:  
Cell:  
e-mail:  
	
	Referral Source and Contact Information

Name: 
Agency: 
Location: 
Office phone: 

	Name of Insurance:  
Insurance #:  
SSN #:  
	
	Fax: 
Cell: 
e-mail: 

	DOB:                                                     Age: 
	

	Ethnicity:                                       Gender: 
	
	

	Parental/Legal Guardian: 
Relationship to Client: 
Contact #: 
	
	For office use only

	
	
	Insurance (payment) verified: 
Date verified: 

Verified by: 

	Cultural/Language Consideration:  □ N     □Y

Specify Language/Need: 
	
	


	Reason for referral (behavioral concerns): 


	

	Diagnosis/Medication: 



	Other services/agencies previously or currently involved with child and/or family: 



	Type of services requested:

	□ Comprehensive Assessment
	□ Family Therapy
	□ Adoption Support


	□ Medication Management
	□ Individual Therapy
	□ Parent/Child Bonding Group

	□ Psychiatric Evaluation
	□ Group Counseling
	□ Non-Offending Parent Group

	□ Basic Skills Training
	□ Community Presentation
	□ Trauma Support Group
	

	□ Day Treatment
	□ Clinical Consultation
	□ Mindfulness (DBT) Group

	□ Psychosocial Rehabilitation 
	□ Other
	□ Grief/Loss Support Group
	
	


2820 W. Charleston #F23, Las Vegas, NV, 89102 	T: (702) 437-4673     F: (702) 438-4673 


�HYPERLINK "http://www.HopeCounselingServices.net"�www.HopeCounselingServices.net�		    (702) HER-HOPE        (702) GET-HOPE














 * Please complete one referral form for each client referred

