ﬁ Counseling Solutions

the Lehigh Vall
Pl of the Lehigh Valley
PATIENT REFERRAL FORM
REFERRAL DATE: REFERRING AGENCY:
CLIENT N@ME:
DOB / SSN:
ADDTess:

PHONE NUMBET:

counseLor/rRererrat

CONcacc Name:

counseLor/rRererraL

concact EmalL:

COUNSELOr/REFerraL TeL#:

LEVEL OF Care:

DruG OF CHOICE:

Seconpary poc:

currenc pactern anp LasSt

USE:

MECHOD OF USE:

MAT HISCOIY:

meeGan's Law? NO  VEeS

SEND ASAM Summary, BIOPSYCHOSOCIAL, AND A COPY OF THE FRONT AND BACK OF THE
CLIENT'S INSURANCE CARD (IF aPPLICaBLe).

PLEASE emalL t0: rererraL@CcsoLv.ore

1329 Hamilton St 2nd fl., Allentown, PA 18102 | PO Box 1485, Allentown, PA 18105
(610) 756-1765 | CounselingSolutionsLV.com | Info@CSOLV.org | FB/IG @CSOLV101



