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1229 Airport Rd.
Panama City, FL 32405
Phone: (850) 215-6770
Fax: (850) 665-0123
Email: referral@panhandlebehavioralservices.com
Web: www.panhandlebehavioralservices.com


Referral and Client Information Form

Client Information 

Recipient’s Full Name: _____________________________________________________________________________________    

Recipient’s D.O.B.: ___________________________________			         ☐Female   ☐Male   

Recipient’s SSN: ____________-_________-______________________	

Address:  __________________________________________________________________________

	    __________________________________________________________________________

	    __________________________________________________________________________             

Parent/Guardian Name: _____________________________________________________________________________________    

Parent/Guardian Phone Number: (__________)____________-____________________ 

Best Time to Contact: ___________________________________  

Recipient Diagnoses: __________________________________________________________________________________________ 	
Presenting Problem(s): 
☐Disruptive Behavior					☐Property Destruction
☐Self-Injurious Behavior				☐Elopement/Running Away		
☐Poor Peer Interactions/Social Skills			☐Physical Aggression
☐Defiance / Refusal to Follow Directions			☐School Related Issues	
☐Communication/Language Deficits 			☐Repetitive/Stimulatory Behaviors
☐Functional and Independent Life Skills Deficits
☐Other (please list) ____________________________________________________________________________

__________________________________________________________________________________________________









Client Insurance and Physician’s Information

Recipient’s Insurance Provider: ____________________________________________________________________________

Recipient’s Insurance Number: _____________________________________________________________________________

Recipient’s Primary Care Physician: _______________________________________________________________________

[bookmark: _GoBack]Does the client have a completed evaluation that provides a diagnosis of Autism Spectrum Disorder (ASD) or other developmental disability diagnosis?	

 ☐ Yes	☐ No	☐ Evaluation is upcoming or pending




_________________________________________________________			___________________________________
Name 								Date

_________________________________________________________
Signature

Relationship to client: _______________________________________________________________________________________

By signing this referral, you are providing permission for a representative of Panhandle Behavioral Services, LLC to contact a parent/guardian to discuss services. The representative may also contact the above listed insurance provider or physician in order to determine eligibility for services. 

*Please email or fax all referrals to the contact information listed in the header of this referral.
2

2
image1.jpeg
Panhandle L‘Q’j
Behavioral Services




