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 Counseling Referral Form
Date of Referral: 

CLIENT INFORMATION

Patient Name:

Street Address:

City, State, Zip Code:

Date of Birth:

Phone:

Gender:

PROFRESSIONAL REFERRAL

Professional Name:

Street Address:

City, State, Zip Code:

Phone:
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REASONS FOR REFERRAL (PRESENTING PROBLEMS): 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

ANY RELEVANT MEDICAL OR PSYCHIATRIC HISTORY? 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

ANY HISTORY OF AGGRESSIVE BEHAVIOUR AND/OR SELF HARM? 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

     OFFICE USE:   RECEIVED BY … 

     _________________________________________________ __________________ 
      Counsellor Signature Date 
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