Therapeutic Specialties of NC, PLLC
104 Market Street, Henderson, NC 27537
Ph. 252-431-4418       Fax 252-572-2418
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Referral Form
PLEASE NOTE:  We require clients to contact our office to make appointments.
	Today’s Date:

	

	Client Name:
	DOB:

	
(If applicable)

	Parent/Guardian’s Name:    

	

	Client’s Address: 

	

	Home Phone:
	Cell Phone:
	Work Phone:

	

	Email Address:

	(If applicable)

	School:
	County:

	

	Insurance:
	ID #:

	

	Referring Office:

	Referring Provider:

	

	Reason for Referral: |_|Counseling: |_|Family   |_|Individual   |_|Couples   |_|Other                

	                                    |_|Evaluation: |_|Autism   |_|Behavioral/Mood   |_|Developmental  |_|Other  

	                                           |_|Speech Therapy: |_|Articulation   |_|Delayed speech   |_|Stuttering   |_|Feeding  |_|Other        

	

	Additional information regarding referral/Concerns (please provide specific information):

	

	

	

	

	

	Referring Provider Signature:



NOTE: If you are referring a client for psychological testing, please specify the referral question (e.g., cognitive functioning, differential diagnosis, developmental concerns, etc.). Also send any previous evaluations, case reports, or supplemental notes to aid in the evaluation.
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