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Tree of Life Counseling & Art Therapy, LLC

	Client Referral Sheet

Name of Client Being Referred: ____________________________________DOB: _____________________
Client’s Phone Number:__________________________ Client’s Email:______________________________
Primary Insurance: _________________________Name of Policy Holder: __________________________
Policy Number/Member ID:_________________________ Group Number:___________________________
Description of Presenting Issue: ________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________

Whom May I Thank for Referral: _____________________________________________________________

[bookmark: _GoBack]Referring Clinician Phone Number: _______________________ Email:____________________________

Referring Clinician Signature: _______________________________________Date:___________________
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