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	Name:
	
	Gender:
	☐ Male  ☐ Female
	Date of Birth:
	Enter date.

	Address:
	
	City: 
	
	State: 
	
	Zip: 
	

	Ethnicity:
	
	Primary Language:
	

	Cell Phone Number:
	
	Home Phone Number:
	

	Primary Caregiver:
	
	Phone Number:
	

	Relationship to Client:
	
	Email:
	

	Legal Guardian:
	
	Phone:
	

	FINANCIAL INFORMATON

	Social Security Number:
	
	Medicaid ID Number:
	

	HMO Insurance Carrier:
	
	Member ID:
	

	Prior Authorization Number: 
	
	Start Date:
	Enter date.
	End Date: 
	Enter date.



	REFERRAL INFORMATION

	Referral Source:
	
	Phone Number:
	

	Agency’s Name: 
	
	Phone Number:
	

	Agency’s Address: 
	
	FAX Number:
	

	Reason for Referral:


	MEDICAL HISTORY

	Allergies:
	☐ Yes  ☐ No
	If yes, please name allergies:
	

	Is the client in need of special resources?   
	☐ Yes  ☐ No

	Is the client taking any medications?   
	☐ Yes  ☐ No

	Is the client in need of outpatient services solely for medication monitoring?   
	☐ Yes  ☐ No



	ICD-10 DIAGNOSIS CODES

	Primary Diagnosis Code:
	
	Secondary Diagnosis Code: 
	



	ADDITIONAL INFORMATION

	Is the client currently receiving other services? 
	☐ Yes  ☐ No

	If the answer to the above question is YES; please indicate those services: 
	

	What accomplishments would you like to see at the end of treatment? 

	Additional Comments: 




	REQUESTED SERVICES

	☐ Counseling
	
	☐ Couples Counseling:
	

	☐ Play Therapy
	
	☐ Group Therapy:
	Choose an item.
	Start Date:
	
	End Date:
	



	Completed By:   
	
	Date:
	Enter date.
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