
Counseling Referral Form 
Date of Referral: _______________________ 

Is client aware of and agreeable to this referral?  ☐ YES ☐ NO

Is this referral urgent? ☐ YES ☐ NO

Client Informa�on 
Name: ___________________________________________________________________ 

Birth Date: _______________________ Age: ______ Gender: __________________ 

Parent/Guardian Name (if under 18): ___________________________________________ 

Address: _______________________________________ 

City: ________________________ State: ___________ Zip: __________________ 

Home Phone: ______________________ May we leave a message? ☐ YES ☐ NO

Cell Phone: ________________________ May we leave a message? ☐ YES ☐ NO

Email: _________________________________ May we email? ☐ YES ☐ NO

Reason for referral: _________________________________________________________________ 

_________________________________________________________________________________ 

______________________________________________________________________________ 

Referring Informa�on 
Name: ________________________________________________________________________ 

Prac�ce: ______________________________________________________________________ 

Address: __________________________ City: ______________ State: ________ Zip: ________ 

Email: ________________________________ Fax: ________________________________ 
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