
 

T.E.S.S. Counseling 

Referral Form 
Person Making Referral ___________________________________________________________________  

Phone: ____________________________ Email: _______________________________________________ 

Referral Agency (if applicable): _____________________________________________________________ 

Name of Individual: __________________________________________________ DOB: _______________ 

SSN#: ____________________ Gender: __________________________ Race: ______________________ 

Insurance Carrier: _____________________________ Policy/Medicaid Number: ____________________ 

Caregiver Name (if referring a child): ________________________________________________________ 

Relationship to Child: ______________________________ Phone: ________________________________  

Address: _______________________________________________________________________________  

City: _____________________________ State: _________________ Zip Code: ______________________ 

Reason for Referral 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 

_______________________________________________________________________________________


