

Date:  ___________________


PATIENT REFERRAL FORM

Patient Name:  ________________________________________ DOB: ________________________

SSN: ______________________________  Telephone:  _____________________________________  

Address:  __________________________________________________________________________

___________________________________________________________________________________

Name of Parent/Guardian (if applicable):  _______________________________________________

Primary Ins: _____________________________
ID#: _____________________________________

Secondary Ins: ___________________________
ID#:  ____________________________________

Presenting Problem & Diagnoses (include CPT Code and/or ICD-9:  

___________________________________________________________________________________

___________________________________________________________________________________

Program Referred To: 

 FORMCHECKBOX 
 Outpatient Therapy – clinic-based counseling for anxiety, depression, other behavioral health issues 
 FORMCHECKBOX 
 Substance Abuse/Dual Diagnosis – for people with both mental health and substance abuse issues
 FORMCHECKBOX 
 Anger Management/FVIP – for people with anger issues and/or remanded by a court to treatment
Referring Provider Signature: ________________________________________________________ 

Referring Provider Name: ____________________________________________________________ 

Provider Address: ___________________________________________________________________ 

________________________________________________________Telephone__________________  

Please return completed form and release of information to:


FAD Counseling Services, LLC

PO Box 72, Washington, GA 30673


Fax: (888) 495-7489









