
 Client Referral Form 

 Date of Referral  : _____________________ 

 Agency Referred from  :__________________________________________________________ 
 Name of Professional  :___________________________________________________________ 
 Phone  : __________________________ 
 Fax  : ____________________________ 
 Email  : _________________________________________ 

 Does the client have knowledge of placed referral?  Y or N 

 Client First and Last Name  :______________________________________________________ 
 Client Date of Birth  :_______________________________  Age  :___________ 
 Gender Identity:___________________________________ 
 Address  :______________________________________________________________________ 
 Phone  (  please specify if number is for parent/guardian  ):________________________________ 
 Email  :________________________________________________________________ 
 Insurance Information  : 

 Insurance Name:_____________________________________ 
 Insurance ID:_______________________________________ 
 Group Number:_____________________________________ 

 Does the client have a legal guardian?  Y or N 
 Name of Legal Guardian  :________________________________________________________ 

 (  FOR MINORS  ) 
 Are the minor client’s parents together?  Y or N 
 What is the custody agreement?  (  please specify below  ): 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 

 Please provide a brief description for seeking mental health services  : 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 

 HomeGrown Counseling 
 Phone  : (320) 982-1037 

 Fax  : (320) 982-1040 
 Email  : mentalhealth@homegrowncounseling.org 


