
A Cardinal’s Journey 
P: (320)-468-8191 
F: (320)-238-7659 

E: aatchley@acardinalsjourney.com 
           W: www.acardinalsjourney.com 

 
REFERRAL FORM 

 
 

Date: _____________________________ 
 

CLIENT & FAMILY INFORMATION 

Client Name: ______________________________________ DOB: __________________      M ☐      F ☐ 

Age: __________________ Parents/Legal Guardian ________________________________________________ 

Race & Ethnicity: ____________________ H ☐  M ☐ W ☐ Phone Number: __________________________ 

Address: ____________________________________________________ County: _________________________ 

Insurance: ____________________________________ Member ID #: _________________________________ 

REFERRING PARTY 

Name: ________________________________  Relationship to Client: _________________________________ 

Phone: ___________________________  Email: ____________________________________________________ 

REFERRING INFORMATION 

Reason for Referral: ____________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 

Specific Areas to Work on in Therapy: 
☐ Family Conflict 
☐ Communication 
☐ Structure/Boundary Setting 
☐ Self-Harm/Suicidal Thoughts & Attempts 

☐ Trauma 
☐ Aggression 
☐ Defiance 
☐ Parenting/Marriage Skills 
☐ Other: _____________________________________ 

OTHER INFORMATION 

Previous/Current Services: 
☐ Diagnostic Assessment                                                            
☐ Residential Program/Day Treatment 
☐ Neuropsychological Assessment                                         
☐ Occupational Therapy 
☐ Speech Therapy                                                                                                                                  

☐ Therapy 
☐ Skills 
☐ Medication Management/Psychiatrist 
☐ Foster Care                                                                                     
☐ CPS 
☐ Probation 

Availability: 
☐ Morning (8am-12pm) 
☐ Afternoon (12pm-4pm) 
☐ Evening (4pm-8pm) 

 
☐ Monday 
☐ Tuesday 
☐ Wednesday 

 
☐ Thursday 
☐ Friday 
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