Sole Solutions Counseling & Consulting Services, PLLC
CLIENT REFERRAL FORM

CLIENT INFORMATION
Full Name: __________________________________________
Date of Birth: ________________________________________
Phone: ________________________________________________
Email: ________________________________________________
Address: ______________________________________________
REFERRAL SOURCE
Organization: __________________________________________
Referring Provider: ____________________________________
Phone: ________________________________________________
Email: ________________________________________________
Date of Referral: ______________________________________
CLINICAL INFORMATION
Reason for Referral (check all that apply):
☐ Anxiety   ☐ Depression   ☐ Trauma/PTSD   ☐ Substance Use
☐ Stress   ☐ Grief   ☐ Relationship Issues   ☐ Behavioral Concerns
☐ Life Transitions   ☐ Anger Management   ☐ Other: __________

Presenting Concerns / Notes:
__________________________________________________________
__________________________________________________________

INSURANCE INFORMATION
Provider: _______________________________________________
Member ID: ______________________________________________
Group #: ________________________________________________
RISK / SAFETY INFORMATION
Any current safety concerns? ☐ Yes ☐ No
If yes, please explain:
__________________________________________________________
SERVICES REQUESTED
☐ Outpatient Counseling
☐ Substance Use Counseling
☐ Medication Management
☐ Other: ________________________________________________
AUTHORIZATION
I confirm the client has been informed of this referral and consents to contact.
Referring Provider Signature: ___________________________
Printed Name: __________________________________________
Date: _________________________________________________

Submit referrals to: info@solesolutionsccs.com or fax to 980-350-7452.
This form is for care coordination purposes only. Ensure consent in accordance with HIPAA guidelines.




