
               
 

Family Strong CT, LLC  
220 Main Street South, 206A 

Southbury, CT 06488 
 

Referral Form 
Patient Name: __________________________________ 
DOB:__________________________________________ 
Medicaid ID #:___________________________________ 
Referring Provider/Individual:______________________ 
Does the patient have other health insurance? ____ If yes, 
please list:________________________ 
 
Parent/Legal Guardian Name:______________________ 
Phone Number:__________________________________ 
Parent Email: ___________________________________ 
Primary Language: _______________________________ 
Town/City of Residence:___________________________ 
 
Reason for Referral (please check all that apply): 
Autism Diagnostic Evaluation: ______ 
In-home ABA services: ______ 
 

Referrals can be sent through our website, faxed, or emailed 
 

 
Phone: 203-920-0520 or Fax: 203-266-1005 

sara.brown@familystrongct.com 
www.familystrongct.com  

mailto:sara.brown@familystrongct.com
http://www.familystrongct.com/

