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Description automatically generated]HopeLink Behavioral Health Outpatient Services Referral Form


Referral: Outpatient Therapy
	


Client Information:
	Client’s Name:	

	DOB:  
	SSN:

	Pronouns:  
	Gender Identity:
	Sex:

	Address:

	Phone number: 	
	E-mail:


 					
	Primary Contact Person/Guardian (if different from above):

	Relationship:

	Address:

	Phone number: 	
	E-mail:


			       			
Insurance Information (Copy of Front and Back of Insurance Card Required with Referral):
	[bookmark: _GoBack]Medicaid # (if applicable):

	Name of Insurance:

	Member/ID #:	

	Secondary Insurance (if applicable):

	If Other, what is the payment source:



Please write a brief description of the need for treatment or reason for referral:
	

	

	

	

	



Referral Source: 	__ Self 		__Other: 
If other please add: 
	Name:

	Address:

	Phone Number:
	E-mail


	  


Please mail/fax/secure email referral forms to:  
	Kathleen Hammond, NCC, LPC, LMHP
Director of Outpatient Services
10455 White Granite Dr., Suite 400
Oakton, VA 22124
Email: outpatientreferrals@hopelinkbh.org
Phone: (703) 508-2928
Fax: (703) 448-3723	
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