



Date:_________________

Client Name:________________Gender:___________Birthdate:  ________

Address: _________________________________      
City:___________________ State:_______________

Phone number: _____________________________________

Insurance Carrier: ___________________________________

Policy Number: _______________________________

Legal Guardian Name: ________________________________

Address: __________________________________    
City:____________________ State:_______________

Phone number: ________________________


Person makingReferral:______________________________________

Agency:___________________________________________________

Address: __________________________________________________

Phone Number: ____________________________________________


Please fax completed form to 702-665-5887


Check all 
that ap-

ply

Presenting Issues: Comments:

DFS/ CPS Involvement

Depression

Anxiety

Anger

Substance Use

Marital conflict

Behavioral issues in children

Other

Received by: Date:

Referred to: Date:


