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Provider Referral Form 

 

Provider Name: _________________________________________________       

 
Referral Date: __________________________________________________ 

 
Referring Agency: ______________________________________________ 
 

Address: __________________________________    Phone: ______________________________ 
 

City: ___________________________      State: __________      Zip Code: ___________________ 
 

Relationship to Client: _______________________________________________________________ 
 
 

Client Information 

 

Client Name: ________________________________  Date of Birth: ___________________ 

 
Address: _____________________________________  Phone: _________________________ 

 
City: __________________________________    State: __________  Zip Code: _______________ 

 
Lives with: __________________________________________________________________________ 
 

 
Reason for referral: __________________________________________________________________ 

 
_____________________________________________________________________________________ 

 
_____________________________________________________________________________________ 
 

Current Diagnosis: ___________________________________________________________________ 
 

_____________________________________________________________________________________ 
 
Is family aware of the referral?     Yes      No 

 

 

Referring Provider Signature: _________________________________________________________ 
 
Date: ________________________ 

 
 

Send Referral To:   Heal Together Counseling, LLC 

   Rebecca Searles, MSW, LICSW 
   Email:  rebecca@healtogethercounseling.com  

   Fax:  978-616-7325 
   194A Pleasant St., Suite 206, Concord, NH, 03301 


