
 
 

Please email referral form to hello@comeasyouarecounselingctr.com. 
 

MENTAL HEALTH SERVICES REFERRAL FORM 

DATE OF REFERRAL:  _________________ 

REFERRAL SOURCE: 

Referring Provider Name: ___________________________ 

Agency:  ___________________________________________ 

Contact Phone #: ___________________________________ 

PATIENT DEMOGRAPHIC INFORMATION 
 
Patient’s Name (incl. preferred): _____________________________________________________ 

Address (incl. zip code): _____________________________________________________________ 

DOB: __________________ 

Caretaker/Guardian Name (if minor): _________________________________________________ 

Caretaker/Guardian Contact Phone #: _______________________________ 

CLINICAL INFORMATION 

Reason for Referral:  
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

 

Diagnosis (list confirmed if known, if not list suspected): 

Primary Psychiatric Diagnosis: ______________________________________________________ 

Relevant Medical Diagnoses: _______________________________________________________ 

Relevant Social Factors:  ___________________________________________________________ 

 

 

Preferred Clinician: ____________________________________________ 
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