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THERAPY AND WELLNESS 130 Pine State Street Suite C, Lillington, NC 27546
SERVICES,PLLC

PROVIDER REFERRAL FORM

Provider/Referring Organization: Date of Referral: / /
Client Information

Full Name: Date of Birth: / /

Pronouns (optional): Phone Number:

Email:

Address: City: State: Zip:

Insurance Information
Insurance Provider: Member ID #:
Group: Policy Holder Name; DOB; Address (if not client):

Referral Details

Reason for Referral / Presenting Problem:

Requested Services: [ Individual Therapy (O Couples/Family Therapy (I Child/Adolescent Therapy
[ Psychiatric Evaluation [J Other:
Urgency Level: [1 Routine [1 Moderate Concern [ High Risk — Safety Concerns Present
If safety concerns are present, please briefly explain:

Current Care Information
Currently receiving therapy? [Yes [ No If yes, with whom?
Current psychotropic medications? [1Yes[1No
Any hospitalizations (past 90 days)? (O Yes (1 No
Special Considerations: (Check all that apply) O Guardianship / Custody considerations [1 Court
involvement / Legal mandates [ History of self-harm or suicidal ideation (1 Aggression or harm
toward others - Additional details (if applicable):

Referring Provider Information

Name: Title/Credentials:
Phone: Email:
Signature: Date: / /

Attachments Provided (Check if attached): (I Treatment notes [ Diagnosis information
O Discharge summary [0 ROI I Other:

Thank you for your referral. Please fax it to us at (910) 364-9946. Our team will contact the client
within 48-72 business hours.
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