West Counseling, PLLC
Please Fax to admissions/intake at 704-461-4334
Referral Sheet
NAME _________________________________AGE______ DATE OF BIRTH _____________
ADDRESS:_______________________________________________________________
 		Street      	City      			State   		  Zip 
HOME PH___________________________ CELL PH ___________________________
EMAIL: 
Insurance Info: Name of insured: _____________________ Policy/ID #:_____________________ Address:_____________________________________________ 
Policy holder Name:_________________________ DOB:_______________ Employer_________

PARENT/LEGAL GUARDIAN Ph# ____________________________ 
PARENT/LEGAL GUARDIAN Ph# _______________ 
Primary Care Physician office: ___________________Ph#_____________________Fax#:____________
School: __________________________  Grade: ________    IEP?                      504 Plan.

Reason for Referral :______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
