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________________________________________________________________

NEW PATIENT REFERRAL FORM

Date of Referral: _______________________________ Employee Initials: ________________________________

Referring Doctor/Source:________________________________________________________________________

Referral Source Phone:________________________________  Fax:______________________________________

Referral Source Email:___________________________________________________________________________

PATIENT INFORMATION

Patient Name: ________________________________________________________________ □Male □Female

Patient’s Legal Guardian (if minor): ________________________________________________________________

Patient’s Address:______________________________________________________________________________

City:_______________________________________________ State:____________ Zip:_________________

Patient’s Social Security: ______________________________ DOB: _____________ Age: ________________

Home phone: ___________________________________    Cell phone:___________________________________

PATIENT IS REFERRED FOR:

□ Medication Management □ Psychotherapy
(medication prescribed by medical provider) (individual therapy without medication)



Has the patient previously received mental health services from a psychiatrist, therapist or psychologist? If so,
please list the provider(s) and dates of services received:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

What are the patient’s current symptoms/how long have they been an issue? _____________________________

_____________________________________________________________________________________________

Current medications:____________________________________________________________________________

_____________________________________________________________________________________________

PLEASE NOTE: Our office will make two attempts to contact the patient to schedule an appointment. After two
attempts have been made it is the patient’s responsibility to contact the office to schedule an appointment.

PLEASE FAX THIS FORM TO 304-513-3519

THANK YOU FOR THIS REFERRAL!


