
 Family PsychSolutions Therapy Referral Form 
 
 
CLIENT DEMOGRAPHICS: 
 
Name: ________________________________ DOB: ________________________ 
 
Address: ______________________________ Phone:________________________ 
 
______________________________________ Alt. Phone:____________________ 
If minor: 
Caregiver Name: _______________________  
 
Lives with  Family  Foster Family   
 
CLINICAL SYMPTOMS:  

 Depression  Anger  Anxiety 

 Behavior Problems  Learning Difficulties  Fights / Temper 
Tantrums 

 Trauma  Divorce Adjustment  Issues  Loss / Grief 

 Parenting Skills   Legal/Juvenile Justice  Other Adjustment 
Issues/Foster care 

 Family Conflict  Poor Self Esteem  ADHD 

 
Psychological Evaluation:  Included   Unavailable/Never Conducted 
 
Current Medications: 
_____________________________________________________________ 
 
REFERRAL SOURCE: 
 
Name of person making referral: _____________________________________________ 
 
Relationship to client: _____________________________________________________ 
 
Agency: ________________________________________________________________ 
 
Phone: ____________________________ Fax: _______________________________ 


