
2575 Harvest Lane NW, P.O. Box 977, Owatonna, MN, 
55060  Phone: (507) 446-0431 

Fax: (651) 925-0337 Email: intake@fernbrook.org 

Referral Form 
Date: _____________________

Client Name: ______________________________________ 
Legal Name: ______________________________________ 
Address: _________________________________________ 
City: ___________________ State: _______ Zip: _________ 

Sex: _____________________________________________ 
Gender: __________________________________________ 
Pronouns: ________________________________________ 

Date of Birth: _____________________________________ 
Email: ___________________________________________ 
Phone: ___________________________________________ 
School: __________________________________________ 

Culture/Ethnicity: __________________________________ 
Primary Language: _________________________________ 
 

If under the age of 18 
Legal Guardian: ____________________________________ 

Address: _________________________________________ 

City: __________________ State: _____ Zip: ____________ 
Phone: ___________________________________________ 

Email: ___________________________________________ 

Legal Guardian: ____________________________________ 

Address: _________________________________________ 

City: __________________ State: _____ Zip: ____________ 
Phone: ___________________________________________ 

Email: ___________________________________________ 

Emergency Contact: _________________________________Phone: __________________________________________ 

Insurance 

Primary Company Name: _____________________________________________________________________________ 

ID Number: _____________________________________ Group Number: ________________________________ 

Secondary Company Name: ___________________________________________________________________________ 

ID Number: _____________________________________ Group Number: ________________________________ 

Person Completing Form: _____________________________________________________________________________ 
Reason for Referral: 

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

FFC Referral Form 01/2023 

Referral Type : 

Case Management 
SLMH
Med Management 
Day Treatment
Therapy 
Other__________

mailto:intake@fernbrook.org

	Date: 
	Client Name: 
	Date of Birth: 
	Legal Name: 
	Email: 
	Address: 
	Phone: 
	City: 
	State: 
	Zip: 
	School: 
	Sex: 
	CultureEthnicity: 
	Gender: 
	Primary Language: 
	Pronouns: 
	Legal Guardian: 
	Legal Guardian_2: 
	Address_2: 
	Address_3: 
	City_2: 
	State_2: 
	Zip_2: 
	City_3: 
	State_3: 
	Zip_3: 
	Phone_2: 
	Phone_3: 
	Email_2: 
	Email_3: 
	Emergency Contact: 
	Phone_4: 
	Primary Company Name: 
	ID Number: 
	Group Number: 
	Secondary Company Name: 
	ID Number_2: 
	Group Number_2: 
	Person Completing Form: 
	Reason for Referral 1: 
	Case Management: Off
	SLMH: Off
	Med Man: Off
	Day Treatment: Off
	Other: Off
	Therapy: Off


