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Referral Form for Providers

Client name:  _____________________________________________ DOB:_______________

Name of person making referral:  _________________________________________________

Phone number of person making referral:  __________________________________________

Reason(s) referred (including current diagnosis if applicable):
____________________________________________________________________________
____________________________________________________________________________

Was the client told to contact Heritage Counseling and Wellness, PLLC to schedule the first
appointment? Yes No

*If no, what is the client’s telephone number? __________________________________

Please list any additional information or treatment recommendations below:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Please scan and e-mail this form to victoriabutler@heritagecw.com.

Thank you so much for your time and referral!
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