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REFERRAL FORM 
 

Patient Name: _____________________________________   DOB: __________________ 

 

If Patient is a Minor, Guardian Name: _____________________________________________ 

 

Phone Number: _______________________  Insurance: ______________________________ 

 

Home Address: _________________________________________________________________ 

 

 

Referring Professional: __________________________________________________________ 

 

Specialty: ____________________________   Group/Practice: ___________________________ 

 

Contact Person: ____________________________  Phone: ____________________________ 

 

 

Reason(s) for Referral: __________________________________________________________ 

 

____________________________________________________________________________________ 

 

Notes: ________________________________________________________________________ 

 

______________________________________________________________________________ 

 

Please fax completed form to: Seasons Counseling of Michiana - Client Specialist, (574) 271-7202 

 

 

Internal Use Only           Date Received: ________________________   

 

Contact Notes: ________________________________________________________________________ 

 

____________________________________________________________________________________ 

 

First Appointment: _________________________________  Clinician: ___________________________ 

 

 

We are here to help. 


