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	                           Franklin County Counseling Center Referral Form

Date of Referral: _______________________
CLIENT DEMOGRAPHIC INFORMATION
Full Name: ________________________________________________________________________________________
Date of Birth: ________/_______/__________   Age: _____________________     Gender: ________________________
Parent or Guardian Name (if under 18): _________________________________________________________________
SSN: __________________________________________
Address: ___________________________________________________________________________________________
	           ___________________________________________________________________________________________
Home Phone: (_______)___________--_______________ Cell/Work Phone: (_______)________  _--_________________ 
Email:______________________________________________________________________________________________
Do you prefer to be seen in person or through telehealth (through computer/phone): _____________________________

INSURANCE INFORMATION
Insurance Company: ________________________________________________________ Medicaid?  _____________
Group No. _________________________________ Member/Patient No. _______________________________________ 
Other Numbers/Info:  ________________________________________________________________________________
Policyholders Name & Date of Birth (if different from client’s info.):  ____________________________________________________________________________________________________


REFERRAL INFORMATION
NOTES: ________________________________________________________________________________________________________________________________________________________________________________________________________
Who called in for appt.?______________________________________________
Relationship: _________________________________________________	          Contact #: __________________________
Referral Source Contact Information: ______________________________________________________________________
____________________________________________________________________________________________________

Please email referral to:  shea.brown@franklincountycounseling.com or office@franklincountycounseling.com
180 AMT Tech Drive Suite A4  - Rocky Mount, VA  24151 | Phone: (540) 855-7186
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