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Outpatient Therapy Referral Form
Please return to outpatient@everychildinc.org
Client Information
Client Full Name: _______________________________________
Date of Birth: ____ / ____ / ______
Preferred Name (if applicable): ___________________________
Parent/Guardian Name (if applicable): ____________________

Contact Information
Phone Number: _______________________________________
Email Address: _______________________________________
Preferred Method of Contact:
☐ Phone
☐ Text
☐ Email
Communication Permission
Okay to Leave Voicemail?
☐ Yes
☐ No
Okay to Send Text Messages?
☐ Yes
☐ No


Insurance Information
Insurance Company: ___________________________________
Member/Policy ID Number: ______________________________
Group Number (if available): ____________________________
Policy Holder Name (if different from client): ______________________
Policy Holder Date of Birth (if different): ____ / ____ / ______
Relationship to Policy Holder:
☐ Self
☐ Parent
☐ Spouse
☐ Other: __________________

Referral Information
Reason for Referral / Main Concerns:



Scheduling Preferences
Preferred Days/Times:

Preferred Appointment Type:
☐ In Person
☐ Telehealth
☐ Either
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