Referral Form for Services
Please submit this form to:
wsloan@begreatsa.org
For questions, please contact: Wanda Sloan, Clinical Director

Date of Referral:___________________

Client Information

Client Name:_____________________________________  DOB:________________	Age:__________________

Gender Identity: ▢ Male ▢ Female ▢ Other:____________	_____________	Phone:________________

Is the client under the age of 18 and/or have a legal guardian? ▢ Yes ▢ No (If yes, complete information below)

Name of Parent/Legal Guardian:_____________________________________	Phone:________________

Preferred method of contact: ▢ Phone ▢ Email 		         Okay to leave voicemail? ▢ Yes ▢ No

Email:__________________________________________________________________________________

Referring Agency

Name & Agency:_________________________________________________________________________  

Contact Number:_______________________                 Email:_____________________________________

Type of Services being requested:

⬜Individual Counseling  ⬜Family Counseling  ⬜Small Group Counseling

Reason for Referral:
_________________________________________________________________________
_________________________________________________________________________


**The following question is optional although helps us determine best service and/or programs
and assistance. Please answer to the best of your knowledge**
Has the client experienced any of the following: check all that apply 

⬜Domestic violence ⬜Physical assault/abuse ⬜Emotional abuse  ⬜Bullying
	 
⬜Sexual assault/abuse  ⬜Stalking/harassment  ⬜Family dynamic/structure concern

⬜Homeless/runaway ⬜Unknown





Other comments:
______________________________________________________________________________________________________________________________________



Authorization to Disclose Information for Referral to
I authorize (referring agency) __________________________________ to disclose information
about me to for the purpose of expediting my referral and coordinating services. By signing below,
I authorize the exchange of information.
Check one of the following:
⬜You may disclose all the information you have about me.
⬜You may disclose only the following information: _________________________________

Unless this authorization is revoked earlier, it expires:
(list the date, event or condition) ___________________________________________
**please note, unless otherwise stated above, this authorization will expire after 1 year from date
signed**
_______________________________________                            ______________________
Signature of Individual or Parent/Legal Guardian                              Date (DD/MM/YY)
________________________________________                       ________________________
Printed Name                                                                                      Relationship to Client
