[image: Counseling Associates]
Referral Form
Counseling Associates, LLC
111 Market St Suite 4a Winona, MN
Phone: 507-452-5033
Fax: 507-452-5183

Client Information:
[bookmark: Text3]Name:       
[bookmark: Text4]DOB:       
[bookmark: Text5]Phone Number:       
[bookmark: Text6]Insurance Provider:      
[bookmark: Text11]Therapist preference, if any:      

Type of Referral:

[bookmark: Check1]|_| CD Evaluation
[bookmark: Check2]|_| Diagnostic Assessment
[bookmark: Check3]|_|Chemical Dependency Treatment
[bookmark: Check4]|_|Intimate Partner Violence Treatment
[bookmark: Check5]|_|Mental Health Therapy
[bookmark: Check6]|_|Couples Counseling
[bookmark: Check7]|_|Family Therapy

Referral Source Information:

[bookmark: Text7]Name:      
[bookmark: Text8]Relationship to Client:      
[bookmark: Text9]Phone number:      
[bookmark: Text10]Email address:     


[bookmark: Check8][bookmark: Check9]Release of Information Attached: Yes |_|    No|_|
[bookmark: Check10][bookmark: Check11]Intake Form Attached: Yes |_|  No|_|



[bookmark: Text12]Additional Information:     
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