
New Hope Behavioral Health, LLC 

REFERRAL FORM 

INCOMPLETE, INACCURATE, OR ILLEGIBLE INFORMATION MAY RESULT IN A DELAY OR 

REJECTION OF REFERRAL. PLEASE ALLOW 7-10 (BUSINESS) DAYS FOR OUR OFFICE TO 

CONTACT YOU OR YOUR PATIENT. 

PATIENT INFORMATION 

Patient Name 

DOB 

Phone # 

Email 

Insurance 

Information 

Please fax a copy of the insurance card 

And a copy of facesheet 

Previous 

Hospitalizations 

Please faxed recent hospital records   N/A 

REQUIRED BEFORE SCHEDULING 

REFERRAL INFORMATION 

Referring Provider 

Contact # Phone:  Fax: 

Comments INCLUDE CLINICAL REASON FOR SCHEDULING 

NOTICE: WE ARE NOT ACCEPTING 

 Any court probation or orders    Disability (SSA/D, FMLA, LOA, etc.)    Substance Abuse 

PLEASE SPECIFY SERVICES REQUESTED 

 CPST   Therapy/Counseling      Crisis Intervention  Christian Counseling 
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