
 

264 Greensboro Street Ext. 
Lexington, NC 27295 
(336) 236-7347 (office) 
(336) 300-7513 (fax)                                                                          Record No.:   

THERAPY REFERRAL FORM 
Fax to (336) 300-7513 

 

 

Date of Request: ___________________________________________________________________ 

Client Name: _______________________________________________________________________ 

Birth Date: _________________________________________________________________________ 

Parent or Legal Guardian: ___________________________________________________________ 

Address: ___________________________________________________________________________ 

Phone Number: ____________________________________________________________________ 

Email address: ______________________________________________________________________ 

School/Daycare: ____________________________________________________________________ 

Primary Insurance: ___________________ ID#: __________________Group#: _______________ 

Referring Agency/School/PCP/Person: _______________________________________________  

Reason for Referral: ________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

 


	THERAPY REFERRAL FORM
	Fax to (336) 300-7513


