
 

REFERRAL FORM

TEOCALLI TREATMENT OPTIONS, LLC 
123 W. Tomichi Ave., Suite 6, Gunnison, CO 81230 

(970)641-3711          Heather@TeocalliTreatmentOptions.com          www.TeocalliTreatmentOptions.com                  

Referral Source:
Name (print)

Organization/Agency

Title 

Phone/Fax Number 

Mandated VoluntaryReason for referral:

Referring to which Program:

Free Consultation
SA/MH Counseling

Heads Up Program

Court Ordered Assessment

Level I DUI 
EducationLevel II DUI 
EducationLevel II DUI 
Therapy

Interlock Enhancement

MIP Education
MIP Therapy

Heather C. Peterson, LAC

Signature Date

Client’s Name:                                                                                 DOB:

Address:                                                                           Phone #: 
City:                                                   State:                      Zip:

Legal Guardian (if minor): 
Relationship (to minor):  
                                                 Home #:                                   Cell#:                                     Work#:  

Check box if Release of Information 
is in place

mailto:Heather@TeocalliTreatmentOptions.com
mailto:Heather@TeocalliTreatmentOptions.com
http://www.TeocalliTreatmentOptions.com
http://www.TeocalliTreatmentOptions.com
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