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Ded ica ted to  the  c ra f t  o f  indi v i dua l ,  fam i ly ,  coupl es  and  g roup counse l ing 

 
 

REFERRING AGENCY FORM 

 

DATE:  REFERRAL SOURCE  (AGENCY/PERSON):  

PHONE NUMBER:  

ADDRESS: 

 

FAX NUMBER:   

EMAIL ADDRESS:   

 

CLIENT INFORMATION 

 

CLIENT’S NAME:  DATE OF BIRTH:  

SOCIAL SECURITY NUMBER:  GENDER:  

AGE:  ETHNICITY:  

ADDRESS: 

 PHONE NUMBER:  

 WORK PHONE:  

 EMAIL ADDRESS:  

 

REASON FOR REFERRAL 

□ INDIVIDUAL COUNSELING □ COUPLES COUNSELING □ FAMILY COUNSELING □ GROUP COUNSELING 

BRIEF DESCRIPTION OF REASON FOR REFERRAL:  

 

 

 

 
 

BILLING INFORMATION (IF APPLICALBE) 

PRIMARY INSURANCE COMPANY:  
POLICY NUMBER:  

NAME OF INSURED:  PHONE NUMBER:  
DOES CLIENT HAVE ANY OTHER FORM OF INSURANCE? □ YES □ NO 
 

Signature of Referring Provider:   Date:  

Print Name of Referring Provider:  Date:  
 


