

 Beth:__________


Paul:__________



Other:_________


NCG REFERRAL FORM
Referral Date:___________________________ Weeks/Units Available:____________________
CLIENT NAME:________________________________________________________________

Address:_______________________________________________________________________

                    Street




City
                     Zip Code

DOB:________________AGE:_______Gender:_________Race:______________Marital Status________
Home #:______________________________Cell/Work #:______________________________

Medicaid #:____________________________________Verification #:____________________

Social Security Number:_____________________________________________

PARENT/GUARDIAN/CONTACT NAME:__________________________________________

Address:_______________________________________________________________________

                             Street
                                                    City                              Zip Code

Home #:______________________________Cell/Work #:_______________________________

Presenting Problems:_____________________________________________________________

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Court Info:_____________________________________________________________________

______________________________________________________________________________

Medication:____________________________________________________________________

School Name & Grade:___________________________________Location/City_____________

Services Requested:  IIH, MHSS, OP, HBS  __________________________________________

        For IIH Referral, please circle yes or no below:

1. Does client have difficulty establishing or maintaining interpersonal relationships?  Yes  No

2. Is client unable to recognize personal danger or significantly inappropriate social behavior  Yes No

3. Has client’s behavior required repeated interventions by the judicial, mental, school or social services systems?   Yes  No
REFERRAL NAME:_____________________________________Fax #:___________________

Agency:_______________________________________________________________________

Phone #:_________________________________E-Mail:________________________________

Address_______________________________________________________________________

PLEASE SEND COPY OF YOUR RECORDS WITH REFERRAL FORM.
National Counseling Group

600 Pegasus Court  Suite 100
Winchester, VA 22602
540-450-2734 Telephone   540-450-2735 Fax 
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