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Client Referral Form – Please FAX to 443-200-6122
Please provide the following documentation if available and any other relevant information:
Career Assessment, medical documentation, psychiatric/psychological evaluations, Functional Capacity Assessment, DSM code, IEP.
Date:       

Referred By:      


     

     

                              (Name of Agency)                                 (Phone #)                       (Name of Counselor)                                                
Services Requested:
 FORMCHECKBOX 
 CBWAT     FORMCHECKBOX 
 Career Assessment     FORMCHECKBOX 
 Supported Employment    
 FORMCHECKBOX 
 Non-Supported Employment       FORMCHECKBOX 
 CWIC
Client Information:
Client’s Name      

D.O.B.      

Soc. Sec.#      

Address      

City      

State   

Zip      

Home Phone      

Work Phone      

Cell Phone      

Email      

Source of Income      

Marital Status      

Reason for Referral:

Presenting Problems (i.e., history of substance abuse/behavioral problems/legal involvement)
     


Criminal Background?      

Primary Diagnosis      


Medication      

Previous Psychiatric and/or Medical History      

Therapist’s Name      

Phone      

Work/Volunteer History (provide résumé if poss.)      

Date of Last Employment/Volunteer Work      

Level of Education      


How does disability impact ability to work?      

Accommodations/Assistive Technology Required?      

Vocational Goal      

Evaluations included:  FORMCHECKBOX 
 Medical     FORMCHECKBOX 
 Psychological     FORMCHECKBOX 
 Psychiatric    FORMCHECKBOX 
 Vocational 
Comments/Recommendation      
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Fax completed form to: 443-200-6122


