EASTERN SERVICES & CAMP SIMON, LLC
Phone: (860) 254-5127	Fax: (860) 254-5254

Referral Form for Clinical Services

	Client name (last, first)


	Date of Birth


	Client address


	Phone


	Referring case worker


	Phone

	Referring supervisor

	Phone


	Children names & date of birth


	Spouse or significant other


	Referral reasons


	Treatment goals


	Safety concerns (risk to self or others; such as history of suicidal ideation, homicidal ideation, domestic violence, drug abuse, etc.)


	History of past treatment


	Client’s DCF level of involvement (PS, 
	

	Client’s diagnoses
	


	Medications
	


	Current & Past Providers

	

	Client’s areas of strengths
	


	Treatment goals
	


	Type of clinical service requested:

	

	Number of service hrs/week
	


	Length of service

	

	Payment Approved? 

	



