
	Balanced Living Counseling Services
Referral Form/Request For Services

	Date:
	

	Potential Client Name(s):
	


	Age:
	


	Address:
	


	Phone Number:
	


	Presenting Problem:
	


	Insurances:
	


	Type of Counseling Requested:
	__Individual     __Couple/Marital      __Family      __Group


	 Age Group (For Groups):
	__Children (2-12)   __Youth (13-20)   __Adults (21-59)  __Senior Adults (60+)  
     

	

	Please fill this out and email to balanced_living_counseling@yahoo.com or call the information in to 866-970-3331. 


	Referral Made By (Name & Agency):                 
                                                  

	How did you hear about us?

	

	Confidentiality 
To the Party receiving this Information: This information is being disclosed for the sole purpose of making a referral or request for services, any other use of this information without the written consent of the patient is prohibited. This information is protected by Federal Regulation.
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