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  Referral/Request for Services Form 
 

Client Name: _________________________________________________ DOB: ________________________ 

Address: ___________________________________________________ Email: _______________________________ 

Phone Number: __________________________________________    Additional Phone: _______________________ 

Parent/Guardian Name (if applicable): ________________________________________________________________ 

Type of Insurance: __________________________________ Insurance ID #: ______________________________ 

Referral Source: __________________________________ Phone: _______________________ Fax:_________________ 

Referral Source Email: __________________________________________________________________ 

Location (Spartanburg, Anderson, or Telehealth):______________________________________________________ 

Reason for Referral: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Client Preferences (Schedule, therapist, etc.): 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
Person Providing Information: _______________________________________________ Date: ___________________ 

 

**For quicker verification of insurance coverage and acceptance for services provided, please attach a copy of the 
client’s insurance card (front and back) and photo ID.** 
 


