[image: ]		Elisa Lyons, LMHC
		info@iowafamilycounseling,com
		641-777-2774

Provider Referral Form 
Client Demographics:
Full Legal Name: ____________________________________		Preferred Name: ____________________________________
Date of Birth: ________________________________________		
Physical Address: ___________________________________________________________________________________________________
Mailing Address (if different): ______________________________________________________________________________________
Phone Number: ______________________________________
Sex:  Male      Female     Other________________    
School Status:  Full Time    Part Time     N/A 		School Name: _______________________________________

#1 Parent/Guardian Name: ______________________________________	Relationship: _________________________________
Phone: _____________________________________________
Email: ______________________________________________
	Address (if different): _______________________________________________________________________________________
#2 Parent/Guardian Name: ______________________________________	Relationship: _________________________________
Phone: _____________________________________________
Email: ______________________________________________
	Address (if different): _______________________________________________________________________________________
#3 Other Name: ______________________________________		Relationship: _________________________________
Phone: _____________________________________________
Email: ______________________________________________
	Address (if different): _______________________________________________________________________________________

Insurance:
 Medicaid
	State ID: ______________________
	MCO ID: ______________________
	MCO:   Amerigroup     Iowa Total Care     IME/FFS
 Private Insurance
	Type: ___________________________________________
	Policy Number: ________________________________
	Group Number: ________________________________
[bookmark: _GoBack]	Policy Holder: ___________________________________
	Policy’s Holder’s Date of Birth: __________________
 Private Pay



Referred by: __________________________________
Date: __________________________________________
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