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COUNSELING SERVICES




LPHA Referral Form   
	Type of Referral - Place an X by one below (If this is a reauthorization, include Expiration Date)

	INITIAL
	1ST REVIEW      
	2ND REVIEW
	3RD REVIEW

	Client Name:


	DOB:
	Gender:


	Age:


	County:



	Title XIX ID #


	School/Employer:


	Location of Assessment (check one):

___Waterloo   ___Dubuque
___Decorah    ___Burlington ___Clinton      Other: ____________


	Currently living with: (NAME)

	Relationship to Client:


	

	Client Home phone:


	Client Work phone:


	Client Cell phone:



	Address (Street, Town, Zip):
	Guardian e-mail address:

	

	Primary Insurance If Other Than Title 19:
	Policy #:
	Group #:

	Parent/Guardian:
	Parent/Guardian:
	Marital/legal Status:

	Guardian Home phone:
	Guardian Work phone:
	Guardian Cell phone:

	Address (Street, Town, Zip):
  
	Employer:

	Name of Referral:


	Phone:



	Name of Emergency Contact:
	Home phone:


	Cell phone:



	Name of Psychiatrist:
	Office:


	Phone:


	Referral Source: (Check One)   ___School, ___Clinic, ___Website, ___Yellow Pages, ___DHS, ___JCS

                                              ___Families First Care Coordinator, ___Other clients, ___Other

	BEHAVIORS 

	Specific Behaviors
	How often Behavior Occurs (e.g. 2-3 times a day or week)
	Severity of Behavior from 1 (lowest) to 5 (highest)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	SERVICES REQUESTED: ______ Individual ______Family ______ Group ______Crisis

	PRESENTING ISSUES

	Describe any factors contributing to behaviors:



	TREATMENT HISTORY (if there is no history put NONE)

	Provider - Agency
	Type of Service 
	Dates of Service 
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Partnering with Families today to help foster growth and success for tomorrow.








Black’s Bldg.,  501 Sycamore St., Ste. 738,  Waterloo, Iowa  50703

Office: 319-433-0395     Toll Free: 1-888-316-3025     Fax: 319-433-3870   

www.families-first.net


