
Referral for Services

PATIENT INFORMATION
Name DOB ____________ Gender ________________

Parent’s name(s)

Brief statement of problem(s):

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

History of problem(s):

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Other diagnoses/medical problems:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Relevant physical findings:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Relevant laboratory/imaging/testing findings:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Medications (current and relevant past):

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________
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Developmental history:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Family/housing:

____________________________________________________________________________________________________

School:

____________________________________________________________________________________________________

Community/peers/justice system:

____________________________________________________________________________________________________

Substance use:

Interventions for problem(s) (current and past):

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

We request that you:

______ Evaluate for diagnosis

______ Evaluate for management/treatment options

______ Assume management/treatment for stated problems

Additional comments:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Thank you very much. 

Please contact us by: (   ) telephone (   ) fax (   ) e-mail (   ) postal mail

Practice contact information: ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please notify us if the patient does not keep the appointment.
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