
Cooper Behavioral Health Services 
Kimberly Floyd PMHNP-BC 

 
REFERRAL FORM 

 
Please complete and fax to 833-740-4337 or email to kim@coopernp.com 

 
Name of person making the referral:    
Relationship:       Phone: 
 
*Provider’s: Please attach relevant records (face-sheet, H&P, progress notes, medication 
list, discharge summary) 
 
Client’s full name:  
      
Date of birth:       Gender: 
 
Phone:       Email: 
 
Home address: 
 
Reason for referral: 
 
 
Psychiatric diagnosis: 
 
Medical history: 
 
Current medications: 
 
 
Insurance info:        [  ] Insurance            [  ] Self-pay  
 
Insurance company:  
 
Member ID:       Group no.:  
 
Name on card:      Date of birth:  
 
Policy holder?  [  ] yes     [  ] no   
    
Insurance address:  

mailto:kim@coopernp.com

