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       Solaz, LLC

2231 E Millbrook Rd Suite 101,  Raleigh, NC 27616
Phone: 919-307-8165   -     Fax: 919-307-8167
E-mail: solazllc@gmail.com
REFERRAL FORM
Date: 

Referring Provider: _____________________________________​​​​​​​​​​​​           Referring Provider NPI: ___________________

Referring Provider Phone #: ___________________________          Referring Provider FAX: ____________________

CLIENT INFORMATION
Client Name:   __________________________________________________________ Client  DOB: ________________________

Client Address:_________________________________________________________________________________________________ 
City____________________________________           State _______________________              Zip _________________________

Parent/Guardian (if client is a minor): ____________________________________________Relationship:  ____________

Contact Phone #: ________________________________________ Alternate Contact #: _____________________________

Medicaid/Health Choice/Insurance ID#: ____________________________________________________________________

Email: ______________________________________________________________________________
Client is in need of:   Spanish-speaking provider 
REASON FOR REFERRAL:  _____ Depression/Anxiety_____ Impulsivity/Concentration/Focus/ADHD

_____ Mood Stability    _____ Behavioral/Aggressiveness _____ Chronic Medical   _____ School Problem

_____ Family Conflict   _______Abuse/Neglect _____Other: __________________________________________________

________________________________________________________________________________________________________________ 

.

