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Counseling & Consultation





1927 JN Pease Place, Suite 104

Charlotte, North Carolina 28262

(704) 548-5298; Fax (704) 548-9529

                  Client Referral Sheet
Date:  ____________________________


Client’s Name:  _______________________________________________________________



First


Middle


Last



Date of Birth: ______________________          
Home Address:  _______________________________________________________________




Street







   ____________________________________________________________________________

City



State




Zip Code

Home Telephone:  (        )  _________________ Cell Phone: (      )_______________________

Sex:   FORMCHECKBOX 
Male
    FORMCHECKBOX 
Female   
Legally Responsible Person (if client is child) _____________________________________







Name



Relationship  

Phone:  (      )  ________________

Referred by:  __________________________________________________________________

Email Address of Referral Source:  ______________________________________________

Referral Phone Number:________________________________________________________
Reason for Referral:  ___________________________________________________________

_____________________________________________________________________________
Services Referred For: 

 FORMCHECKBOX 
 Mental Health Assessment/Services

 FORMCHECKBOX 
 Substance Abuse Assessment/Services

 FORMCHECKBOX 
 Parenting Group Services (Fee based)

 FORMCHECKBOX 
 Family Prescreening to determine if other members of the family need assessments (free service)

DSS Referrals Only – Identify status of case

( Investigation
( Family Intervention
(Foster Care ( Other:  __________________

PLEASE FAX FORM TO:  (704) 548-9529 
or
EMAIL FORM TO:   tcaple@anotherlevelservices.com 
Or
Call (704) 548-5298
Effective Date 7/21/2006
Updated:  10/04/2011

Client Referral Sheet

