
Reflections Wellness Center LLC
Turning Chaos into Care  

6848 Stirling Road
Hollywood, F  33024

Phone: 954-362-0104
Fax: 954-

www.rwcflorida.com

REFERRAL FORM 

Client: ______________________________________________________________________________________
Address: __________________________________________________________________________________________ 
City:_____________________________________  State: ____________  Zip Code: _____________________ 
Phone Number: ___________________________  Alternate Phone Number: __________________________________ 

Age: ___________ DOB: ____________________  

Gender:  ____Male   ____Female Medicaid #: _______________________________________ 

HMO: ____________________________________________ 

Reason for Referral:
________________________________________________________________________________

Phone:  _____________________________  
FAX:________________________________ 

Phone:______________________________ 

Primary Care Physician Name:___________________________

ddress: ________________________________________________

Psychiatrist  Name: ________________________________________

Current Medications (please note or attach): 
______________________________________________________________________________________________
______________________________________________________________________________________________
_______________________________________________________________________________________________ 

          Phone_________________________________ 

          Phone: ________________________________ 

          Phone:________________________________ 

Judge/P.O: ______________________________________ 

Client has a case manager:     _____ No      _____Yes 
Case Manager: ________________________________ 

Client has a legal guardian:  _____No    ______Yes 
Guardian  Name: ____________________________________

Referred By: ________________________________________           Phone:________________________________ 
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