HIDDEN SPRINGS PSYCHOLOGICAL SERVICES

 REFERRAL INFORMATION FOR THERAPY
Client Name: __________________________________________
Address: ______________________________________________
Date of Birth: _______________________ Age:_______________
Telephone #s: _________________________________
Insurance Co. & ID ________________________________________________ 
	Prior authorization needed?_____________________________________
[bookmark: _GoBack]Employment Info: _________________________________________________

Name of person or agency making referral: __________________________________________________________________Address:___________________________________________________________ Telephone #________________________________________________________
Reasons for Referral:   
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are the concerns for psychotherapy? 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please fax the completed form to 207-282-6731 or email to feparadis@hiddensprings.info
