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Counseling Referral Form
Name: ____________________________________    Date:_____________
DOB:__________________________________
Parent name (if applicable):_________________________
Phone Number: ____________________________
Address: ____________________________________________
Insurance provider_________________ Insurance Number_______________
Presenting Needs (List all presenting concerns, needs, current resources, etc.:
______________________________________________________________________________________________________________________________________________________________________________________________________
 Past and Current Mental Health Services
____________________________________________________________________________________________________________________________________
Past and Current Mental Health Diagnosis
____________________________________________________________________________________________________________________________________
Other Information
____________________________________________________________________________________________________________________________________
Referred by: Name- _______________ Number :_____________________
 (
Findings:  
Contacts :
 ______________________
First appointment
:_
____________     Follow up with referral:_____________________
Admitted: yes_ no_       Referred yes_ no_     If referred, to whom
:_
____________________
)

Please return by fax to 540-339-7060. Email anchortohopellc@gmail.com or by mail 4370 Starkey Rd. Suite 4C-1 Roanoke, Virginia 24018
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