
 
 Client Intake Referral Form 

 
 

Referral Source: 
Phone #  

Relationship to Client 

Child’s Name: 
 

Home Phone #  

Primary Diagnosis: 
 

Mailing Address: 
 
 
 
County: 

Additional Diagnosis: 
 
 

Child’s Birthday: 
 
Sex:     Female           Male 
  
Ethnicity/Race: 
Country of Origin:                  
Family is aware of this Referral:    Yes     No 
 
Primary Contact: 
Relationship: 
Phone #       
Language Spoken: 

To completely  assess the client,  please attach 
supportive documentation of the diagnosis and client’s 
health care status: 
 

 Copy of  recent history/physical exam 
 Letter(s) from specialty physicians 
 Relevant Labs 
 Relevant Radiology Records 
 Hospital discharge summary 

Father’s Name: 
 

 Phone # 
  

Mother’s Name: 
 

Phone # 

Emergency Contact Name: 
Relationship to client: 

Phone# 

Is child enrolled in pre-school or school:         Yes          No 
 

School # 

Primary Care Physician: 
 

Phone # 

Physician Specialist: 
 

Phone # 

Insured:        Yes            No 
 

Insurance Name: 

Identify Needs: 
 Case Management/Care Coordination 
 Education Consultation 
 Information/Referral to Community Resources 
 Other Recommendation 

Other Issues: 
 

 
Please fax completed referral to:   703-531-3138 

For questions call:  Office: 703-531-3131      Toll Free Number: 1-866-222-0372 
 

Date: ____________________           Signature: _______________________________________ 
Revised 2009 


