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Client Referral Form 

Demographic Information 
 

 
First Name:   ______________________________________________________ 
Middle Initial:  ______________________________________________________ 
Last Name:    ______________________________________________________ 
Date of Birth:  ______________________________________________________ 
Sex:    M        F 
Address: __________________________________________________________ 
City: ______________________________________________________________ 
State:      __________________________________________________________ 
Zip Code:    ________________________________________________________ 
Phone Number:  ____________________________________________________ 
Email Address:    ____________________________________________________ 
Referring Provider Name (Optional): _____________________________________ 
 

 
Insurance Information 

 

 
Primary Insurance Company:  __________________________________________ 
Subscriber ID # (including letters): _______________________________________ 
Group Number:   ____________________________________________________ 
Secondary Insurance Company: ________________________________________ 
Subscriber ID # (including letters):  ______________________________________ 
Group Number: _____________________________________________________ 
Insurance Policyholder Full Name:  ______________________________________ 
Insurance Policyholder Date of Birth:  ____________________________________ 
Insurance Policyholder Address:   _______________________________________ 
Insurance Policyholder Relationship:     Self      Spouse       Child       Other 
Insurance Policyholder Sex:     M         F  

 

 
Patient Authorization 

 

 
I authorize the release of any mental health and insurance information necessary to process 
referral.  
 
Patient Signature:  _____________________________________    Date: ____________ 
Guardian Signature (if minor):  _____________________________ Date: ____________ 
Patient Full Name:  _______________________________________________________ 

 


