
 www.integratedcarehickory.com 

 Client Referral Form 
 Date: _________________ 

 Referring Agency / Clinician: ______________________________________________________ 

 Referring Phone Number: _________________________________________________________ 

 Client Name: __________________________________________________ DOB: ____________ 

 Parent/Guardian Name (if under age 18): ____________________________________________ 

 Primary Phone number: ___________________  Secondary Phone Number: ________________ 

 Address: ______________________________________________________________________ 

 Insurance Carrier: ________________________ Policy Number*: ________________________ 
 *Photocopy of the pa�ent's insurance card may be a�ached instead. 

 Diagnosis / Reason for Referral: ____________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 Current Medica�on List: __________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

 Other Informa�on: ______________________________________________________________ 

 ______________________________________________________________________________ 

 *Fax to (828) 345-0387 or scan and email to  contact@integratedcarehickory.com  to submit* 

mailto:contact@integratedcarehickory.com

