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          C 
Referral for Outpatient Therapy 

 

Referral Source / Phone # _________________________________________        Referring:   Child  Adult 

Child : 
 
Name:________________________________________________________________________________________ 
    Last    First   Middle 
 
Address:  ___________________________________________________________________________________________________ 
  Street     City/State/Zip           County 
 
Telephone __________________________   Male/Female      Ethnicity ______________   DOB ___________________ 
School ______________________________   Grade level _________      Special Program ________________________ 
Medicaid #: ________________________ Medical Record #: _______________________ 
Social Security Number #: ____________________ 
 

 Parent/Guardian Name(s): ______________________________________________________________________   
 Address: ____________________________________________________________________________________________  
 Telephone: Home # ________________  Work/Cell # _________________ Best Time To Call ___________ 

 
 

Adult : 
 
Name_________________________________________________________________________________________ 
   Last    First        Middle 
 
Address:  ___________________________________________________________________________________________________ 
  Street     City/State/Zip           County 
 
DOB _______________   Male/Female         Ethnicity _______________     Occupation ________________________ 
Telephone: Home # __________________     Work/Cell # _____________    Best Time To Call __________________ 
Medicaid #: __________________________     Medical Record #: _______________________ 
Social Security Number #: _____________________ 
 

Reason for Referral: 

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 
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          C 
(Continued) Reason for Referral: 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 

 

 
Please complete the child or adult referral and fax the completed information along with any 
applicable release of information or clinical information to (919) 742-4131.   

 


