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COUNSELING CENTER




Sunshine State Counseling Center, LLC Referral Form

(Please use this form to refer a person to Sunshine State Counseling Center)

	Client Information
	
	Referring Agency Information

	Name:       
	
	Name of Agency:       

	Street Address:       
	
	Person Making Referral:       

	City, State & Zip Code:       
	
	Telephone:       

	Telephone:       
	
	Date of Referral:       

	Date of Birth:       
	
	 FORMCHECKBOX 
  Please contact me immediately for more information.

	 FORMCHECKBOX 
  You may leave a message at above telephone number.
	
	 FORMCHECKBOX 
  Contact me with an appointment time for the person referred.

	 FORMCHECKBOX 
  Please do not leave message at above telephone number.
	
	 FORMCHECKBOX 
  Contact me if this person does not keep appointment.

	

	Services Requested

	 FORMCHECKBOX 
  Biopsychosocial Assessment

	 FORMCHECKBOX 
 Immigration Assessment

 FORMCHECKBOX 
  Other: 
	
	

	
	
	

	

	

	Additional Information about the Person Referred

	Specific Problems that Need to be Addressed:

     

	The more information you can provide us, the better we will be able to help the person you are referring.  Please use this space to provide additional information.   If possible, include information about symptoms or behaviors that have prompted the referral, stressors affecting the person’s ability to function, and natural supports such as family, friends, church, etc., that may support treatment.  Please attach additional sheets as necessary.

     

	 FORMCHECKBOX 
 Assessment summary with treatment recommendations must be received by this office by:       

	

	Insurance Information

	 FORMCHECKBOX 
  Medicaid (Florida)    Specify Type: 
	
	

	 FORMCHECKBOX 
  Private Insurance     Specify Type: 
	
	

	 FORMCHECKBOX 
  Medicare
	
	

	 FORMCHECKBOX 
  Other Payer Source:  
	
	

	

	Page 2 is an Authorization to Release Information.  Under state and federal law, information about mental health treatment is confidential and protected.  If you would like to receive a copy of the assessment or want to be kept informed of progress in treatment, please ask the person to sign this Authorization to Release Information and fax it to Sunshine State Counseling Center, LLC 239-443-4577.


Authorization to Release and Exchange Protected Health Information

We can help you better if we are able to work with other agencies that know you and your family.  By signing this form, you are giving permission for these individuals to share information about your situation and billing information.

Name:  

Date of Birth:  

Address:  

Social Security Number:  
-
-


City:  

State:  

Zip:  


I authorize Sunshine State Counseling Center, LLC, and 
,
located at 
 to exchange information for the purpose of assessing my or my child’s treatment needs, including all records except the following:  


Please initial:  

NOTE:
Mental Health and Medical Records include all aspects of diagnosis, treatment, and prognosis. Educational Records include both behavioral and progress reports.
I agree that the agency and individuals named above may share and exchange information about my family and my circumstances.      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Please initial:  

Purpose:  The information released will be used to evaluate my situation and make recommends to the person or agency that has referred me to Sunshine State Counseling Center for assessment and/or treatment, or for the purposes here specified: 


.
.
Please initial:  

This permission is will remain in effect for three months from the date it is signed by me, until 
,

or until I revoke it verbally or in writing, whichever comes first.
Please initial:  

I can cancel this authorization at any time, but I understand that the cancellation will not affect information that was already released before the cancellation.  I understand that information about my case is confidential and protected by state and federal law.  I approve the release of this information.  I understand what this agreement means.  I am signing of my own free will and have not been pressured to do so.



 FORMCHECKBOX 
 Client     FORMCHECKBOX 
 Parent     FORMCHECKBOX 
 Guardian     FORMCHECKBOX 
 Legal Custody
Name of Person Authorized to Release of Information (Please Print)
Signature of Person Authorized to Release of Information
Date Signed
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