
Castillo Psychological, LLC 
Licensed Psychologist 

 

1605 S. Main              Phone: 575-527-0614 

Las Cruces, NM 88005          

Email: services@castillopsychological.com                            Fax: 575-541-4062 

 

 

REFERRAL FORM 

 

Name:_____________________________________ SSN #:_____________________________ 

Date of Birth:__________________________ Age:__________ Sex:______________________ 

Parents/Legal Guardians:_________________________________________________________ 

Address:______________________________________________________________________ 

Phone Number(s):______________________________________________________________ 

Medicaid/Insurance:_____________________________________________________________ 

JPO/PO:___________________________________ JPO/PO Phone:______________________ 

CYFD Facts #:_________________________________________________________________ 

Current Charges:_______________________________________________________________ 

Court Hearing/Other Dates:_______________________________________________________ 

History of Mental Illness or Treatment: Yes_______________ No:____________________ 

 

Reason for Referral:_____________________________________________________________ 

______________________________________________________________________________ 

 

Services Requested: (Check all that apply) 

_______Psychological Evaluation                                           _______Individual Therapy 

_______Family Therapy        _______Group Therapy 

 

Previous Psychological Evaluations Attached? Yes_______________ No________________ 

Language Preference:_____________________________________ 

Additional Information:__________________________________________________________ 

_____________________________________________________________________________ 


