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E:  chapteronecounseling@gmail.com
 

Therapy Referral Form 

 

Client Information 

Date of Referral: 

Name:_______________________________ DOB:________________ 

Sex: ____________​ Gender/Pronouns: ______________ 

Address:____________________________________________________ 

Contact Information:__________________________________________ 

 

Relevant medical/health information: 

 

 

 

Referral Information 

Name of Referring Provider:_______________________  

Position/Role:____________________ 

Address:_______________________________________  

Phone:_________________ Fax:_______________ 

Referral reason (why is therapy recommended?): ________________________ 

____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

Signature:________________________________ Date:_________________ 

Provider/Agency Therapy Referral Form 2026 
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