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REFERRAL FOR SERVICES

REFERRING PROVIDER INFORMATION:

NAME OF PROVIDER:
PHONE: EMAIL:
REASON FOR REFERRAL:

CLIENT INFORMATION:

NAME: DOB:

PHONE: EMAIL:

ADDRESS:

LANGUAGE: O SPANISH 0 ENGLISH 0 BOTH

THERAPY: O VIRTUAL O IN PERSON 0 BOTH

INSURANCE TYPE:

O AETNA O ANTHEM 0 CIGNA 0 OPTUM 0 MEDICAID

O PRIVATE PAY O OTHER:

CURRENTLY IN OYES ONO PREVIOUS MENTAL

TREATMENT? HEALTH HISTORY?

CURRENT MEDICATIONS:

PRIMARY CARE PROVIDER:

LEGAL ISSUES: [0 CURRENTLY ON PROBATION [0 ACTIVE LAWSUIT
00 NONE O HISTORY OF LEGAL ISSUES 0 OTHER:
SUBSTANCE HISTORY: 0 ALCOHOL 0 SUBSTANCES:

O NONE FREQUENCY: FREQUENCY:

BRIEFLY EXPLAIN THE SYMPTOMS:

EMERGENCY CONTACT / LEGAL REPRESENTATIVE

NAME:

PHONE: EMAIL:
RELATIONSHIP TO CLIENT:

ARE YOU THE POLICYHOLDER? O YES O NO

IF YES, INCLUDE A COPY OF YOUR ID AND INSURANCE CARD AS WELL

A COPY OR PHOTO OF ANY FORM OF ID AND THE HEALTH INSURANCE CARD MUST
ACCOMPANY THIS REFERRAL FORM. BY COMPLETING THIS REFERRAL FORM, YOU AUTHORIZE JSB
WELLNESS TO CONTACT THE CLIENT OR LEGAL REPRESENTATIVE VIA PHONE, EMAIL, OR MAIL.

EMAIL THIS FORM AND COPIES TO DR.JOMARY®@]JSBWELLNESSLLC.COM
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