
 Referral Form 
 

Person 
Referring: 

 Relationship 
to client: 

 

Agency:  Phone:  
Client Name:  Address 

City/Zip code: 
 

Client Phone:  okay to 
call/Text: 

Y /  N 

Client Email:  okay to email: Y /  n 
Date of Birth:  Age:  

Sex:  orientation:  
Relationship 

Status: 
 If youth, 

Parent name: 
 

Insurance: Y /  N If youth, 
parent phone: 

 

Insurance 
Type: 

 Insurance 
Number: 

 

 
Presenting Problem: 

 
 
 
 
 
 
 
 
 

Programs 
(check all that apply) 
 

☐   Individual Therapy 

☐   Family Therapy 

☐   Couples Therapy 

☐   Assessment 

☐   A.R.T. 

☐   Alternative parent 

☐   Social 101 

☐   Art Therapy 

☐   Play Therapy 
 

☐   Bilingual Request 
        

 
Symptoms (Check all that Apply) 

☐ Depression 

☐ Anxiety 

☐ Panic Attacks 

☐ Alcohol/Drugs 

☐ Suicidal 

☐ Self-Harm 

☐ Anger 

☐ self-esteem 

☐ Greif/Loss 

☐ eating issues 

☐ mixed moods 

☐ defiance 

☐personality changes 

☐School/Work issues 

☐Family issues 

☐Relationship issues 

☐legal issues 

☐Poor supports 

☐ other (describe) 

 
Diagnosis                         Medications 
 
 
 

 

 
Client Release 

By signing, you are authorizing 
Serentiy Shores Therapy Co. to 
contact and schedule you for 
intake of therapeutic services. 

Client Signature Date 

 


