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CLINICAL ALTERNATIVES, P.C.
REFERRAL FORM

Service Requested:

 FORMCHECKBOX 
 Intensive-Home Based



 FORMCHECKBOX 
 Mental Health Support

 FORMCHECKBOX 
 Mentoring





 FORMCHECKBOX 
 Outpatient Therapy

 FORMCHECKBOX 
 Adolescent Sex Offender Treatment

 FORMCHECKBOX 
 Group Services


 FORMCHECKBOX 
 Individual Therapy


 FORMCHECKBOX 
 Supervised Visitation (Please


 FORMCHECKBOX 
 Relapse Prevention Group

       complete separate application


 FORMCHECKBOX 
 Primary Treatment Group

       packet)


 FORMCHECKBOX 
 Psycho-Sexual Assessment 

 FORMCHECKBOX 
 Substance Abuse Group

       (additional form required)
Funding Provided by:

 FORMCHECKBOX 
 Virginia Juvenile Community Crime Control Act…Locality: _____________________

 FORMCHECKBOX 
 294

 FORMCHECKBOX 
 FAPT...Locality: ______________________

 FORMCHECKBOX 
 Private Pay

 FORMCHECKBOX 
 Medicaid…#__________________________

 FORMCHECKBOX 
 Private Insurance…Name: ___________________________________________________

IDENTIFYING INFORMATION

Client’s Name: ________________________________________________________________

DOB: ___________________
Age: ________
SSN: _________________________

Race: __________
Sex: __________
Marital Status: _____________________

Address: _____________________________________________________________________


    _____________________________________________________________________

Phone Number: _______________________________________________________________



    (Home)



(Work)


(Cell)

LEGAL GUARDIANSHIP AND CUSTODY IS HELD BY:

Name: __________________________________
Phone Number: _____________________

Address: _____________________________________________________________________


    _____________________________________________________________________

AGENCY MAKING REFERRAL

Agency Name: _____________________________
Phone Number: _______________

Referring Worker: _____________________________________________________________

Agency Address: ______________________________________________________________

FAX #:

     ______________________________________________________________

REASON FOR REFERRAL
What are client’s/family’s specific needs?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Office Use Only:

Date Admitted to Program: ________________
Date Case Begins: ___________________

Clinical Alternatives, P.C.

5412-F Glenside Drive
Richmond, Virginia 23228

Phone (804) 282-5880     Fax (804) 288-2029


