CLIENT REFERRAL FORM

This referral will not be processed without the proper accompanying documentation including, but not limited to,
necessary release(s) of information (ROI) forms and guardianship/custody documentation. Submit this form and
documentation via email (intake@fernbrook.org) or fax (651-925-0337).

Client Information

Client Name: Preferred Name:

Date of Birth: Sex: Gender: Race:
Address:

Address is: Select Client Lives With:

Insurance Company: Date Insurance Began:
Primary Client Policy ID#: Group #:

Policy Holder Name: Policy Holder Date of Birth:
Policy Holder ID#: Group #:

(Adult Client Only): Phone number: Email Address:

Custodial Information

Caregiver 1: Relationship: Date of Birth:
Address:

Phone #: Email Address:

Legal Custody %: Physical Custody %:

Caregiver 2: Relationship: Date of Birth:
Address:

Phone #: Email Address:

Legal Custody %: Physical Custody %:

Other Relevant Custody Information (please specify if above caregivers are not biological parents):

Referral Source

Referred by (hame/phone): Today's Date:

Referring Agency:
Reason for Referral:

Service/Program

[ Diagnostic Assessment [J CSP/CSP Group [ School-Linked Behavioral Health
J Individual Therapy 1 ARMHS/ARMHS Group O Day Treatment - Children's Program
O Family Therapy ] DBT - Adult Program 0O Day Treatment - Preschool Program

[ Couples/Marriage Therapy

Current/Past Services:

Current Provider (ifapplicable):
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