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           & Parents Too 

Fax Referral  To: 407-894-6010



	DEMOGRAPHIC INFORMATION

	Name:_______________________________________________________  Social Security #:____________________________________

Parents/Caregivers Names:__________________________________________  Relationship to Client:_________________________

Address: ____________________________________________________________________________  County:_____________________

City/State:_____________________________________________________  Zip:___________________  

Phone:___________________________ Phone #2:__________________________ Email:_______________________________________

Sex: (M (F    Race: (White (Black (Hisp (Asian/Pacific (Haitian (Bi-Racial     Birth Date:_________________  Age: ______
Legal status:  (Minor in parent/guardian custody  (Minor in state custody  
School/Employer:__________________________  Caregiver’s primary language:____________  Bilingual needed? (yes (no

	OTHER CURRENT SERVICES

	(No current services

(Mental Health Counseling:  Name/Agency:___________________________________________  Phone:____________________

(Psychiatric/Medication: Name/Agency:___________________________________________  Phone:____________________

(Other: ___________________ 
Name/Agency:___________________________________________  Phone:____________________                      

	REFERRAL SOURCE INFORMATION

	Referring Agency:_______________________________________ Person completing form:__________________________________

Phone: _______________________ Fax:______________________ Email:___________________________________ Date:___________

SERVICES REQUESTED:   (Behavior Analysis (Counseling   (Play Therapy  (Psychiatry (Psychological Testing  (Parent Training   (Speech Therapy ( Nutritional Counseling  (Support Group (Infant Sign Language   (Infant Massage  (Tutoring    (Adoption Home Study or Post Placement                

	FUNDING INFORMATION

	(Medicaid #:______________________________________   Harmony / Amerigroup / United / FHP/ Citrus / Magellan / AHCA 

(Other Insurance:____________________________ ID #:________________________________  Group #:______________________

InsurancePhone:_________________________Authinfo:____________________________________________________________________

	PROBLEM DESCRIPTION

	Please circle & describe symptoms to be treated: 

Physical Aggression        
  Failure to Thrive                     
Tantrums         
Lying               
Depressed Affect

Verbal Aggression      
Property Destruction   
Truancy    
Victim of Abuse
Anxious Affect

Non-Compliance     
Disruptive Behavior   
Stealing 
Self-Injury/Suicidal   
Toileting Problems

Please Describe Reason for Seeking Services:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	FOR OFFICE USE ONLY:

Clinician Assigned:____________________________  Date Assigned:____________   
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