
LIVING AND BALANCE WELLNESS CENTER
10000 N 31st Ave Ste C218, Phoenix, AZ 85051
Phone: 602-314-6312

REFERRAL FORM (FAX VERSION)

Referral Date: _______________________________________________

Patient Name (First & Last): _______________________________________________

Parent/Guardian (if applicable): _______________________________________________

DOB (M/D/Y): ____________________ Gender: M / F Pronouns: ____________________

Address: _______________________________________________

City, State, & Zip Code: _______________________________________________

Telephone #: (Home) ____________________ Email: ____________________

Client Insurance: ____________________ Insurance #: ____________________

Best Time to Contact (Check all that apply):

[ ] Morning [ ] Afternoon [ ] Evenings

Service Requesting (Check all that apply):

[ ] Behavior Coaching/Skills Coaching

[ ] Therapy/Counseling

[ ] Case Management

[ ] Psychiatric Services

[ ] Other: _______________________________________________

Reason for Referral:



_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

REFERRAL AGENCY INFORMATION

Agency Name: _______________________________________________

Contact Name: _______________________________________________

Telephone #: _______________________________________________

Email: _______________________________________________
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