

Date:  ___________________


REFERRAL FORM

Name:  _____________________________________ DOB: _________________ AGE: ___________

Gender: ___________  Race___________
Telephone:  _____________________________________  

SSN: ______________________________  Cell/Telephone:  _________________________________  

Address:  __________________________________________________________________________

___________________________________________________________________________________

Name of Parent/Guardian (if applicable):  _______________________________________________

Funding Source:  _________________________ Authorization #: ____________________________

Primary Ins: _____________________________
ID#: _____________________________________

Secondary Ins: ___________________________
ID#:  ____________________________________

Are Services Court Ordered?  __________
Treatment Compliance Requested? __________   

Presenting Problem & Diagnosis (If available, please include recent psychological):  

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Program Referred To: 

 FORMCHECKBOX 
 Outpatient Therapy – clinic-based counseling for anxiety, depression & other behavioral health issues 

 FORMCHECKBOX 
 Assessment – Please indicate:  Anger Management, Substance Abuse, Other: ______________________ 
 FORMCHECKBOX 
 Anger Management – clinic-based group counseling for anger

 FORMCHECKBOX 
 Parenting Workshop – 9 week workshop designed to improve parenting skills 
 FORMCHECKBOX 
 Substance Abuse/Dual Diagnosis – for people with both mental health and substance abuse issues
Referred By: _______________________________________________________________________ 

Agency: _________________________________________________ Telephone_________________ 

Address: __________________________________________________________________________ 

Please return completed form:


FAD Counseling Services, LLC

PO Box 72, Washington, GA 30673


Fax: (888) 495-7489
