
(Office use only) Deductible: $ __ 

(Office use only) Verified: __ _ 

REFERRAL FOR COUNSELING 

Fax to: (954)324-8354 

Date Referred: 
------

Referred By (Name/Title):----------- Organization: ________ _ 

Phone: Email: 
--------------- -------------------

0 pt in to quarterly Moonletter? Y_ /N_ 

Client Full Name: 
--------------------

DOB: _____ _ 

Medicare#: __________ Supplemental Type & Plan: _______ _ 

Client Phone: Email: 
------------ --------------------

Street Address: Unit: 
----------------------- --------

City: ___________ _ State: 
-------

Zip Code: ____ _ 

ALF/IL Name: ________________________ _ 

POA Name: _____________ Relationship to Client: ______ _ 

POAPhone: POAEmail: 
------------- ------------------

Reason for Referral:_ Adjustment_ Anxiety_ Depression_ Bereavement 

Comments: 
-----------------------------------

Attached Docs: Face Sheet Medicare Card Medication List Other 

This fax and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are addressed. If you are not the intended 

addressee, or the person responsible for delivering it to them, you may not copy, forward, disclose or otherwise use it or any part of it in any way. To do so may be 

unlawful. If you receive this fax by mistake, please advise the sender immediately and destroy all copies of the original message. 

Is this your first time referring to us? Y___/N___




