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1340 Dowell Spring Blvd
Knoxville, TN 37909
Phone: 865-314-5939


Referral for (circle all that apply):
	Individual Therapy
	Family Therapy

	Couples Therapy
	Group Therapy

	Medication Management
	Alcohol and Drug Assessment



Reason For Referral: 
___________________________________________________________________ 
___________________________________________________________________
Client Information:
First Name: ________________ 	Last Name: ______________________ 
DOB______________________ 
Parent/guardian name (if under 18 years): _________________________________________ 
Phone: _________________________ 	May we leave a message?   Yes     No 
Is Client aware of and agreeable to referral?  	 Yes 		No 
Billing Information:
Primary Insurance: _______________________ 
Secondary Insurance (if applicable): ____________________ 
Referring Provider:
Name: _______________________________________ 
 Practice/Speciality:_____________________________________________________________
 Phone: ________________________________ Fax: __________________________________ 



Please Fax Completed Form To: 865-297-5233 or email to admin@dtesknox.com
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