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                                        Local in person and virtual appointments available
                                                 Medicare and Advantage Plans Welcome
                                  HTTPS://WWW.MENTALANDEMOTIONALTHERAPEUTICS.COM  
                                                                        Tel    (843)962-8969  
                                                                         Fax: (803) 888 8049
                        REFERRAL FOR MENTAL/BEHAVIORAL HEALTH SERVICES


Referring Provider:_____________________________________________________
Practice Name (if applicable):______________________________________________
Provider preferred contact :    Phone/Email: ________________________________

Patient Name:  __________________      ____________________
Date of Birth:   ______/       /____________
REASON for REFERRAL ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does patient know the reason for  this referral?           Yes                  NO



Insurance Information:   _______________________________________ 
                                                                       Company
Is this a Medicare Advantage Plan:                Yes                         No
Secondary Insurance (if applicable): _______________________________

Any pertinent medical diagnoses:_________________________________________
_____________________________________________________________________
_____________________________________________________________________
Any medications prescribed by you: _______________________________________
_____________________________________________________________________
_____________________________________________________________________
Is there anything else that would be of benefit to know about this patient:______________________________________________________________ ____________________________________________________________________
Would you like ongoing updates on this patient ? :    
Not necessary           Only as needed              Monthly         Quarterly        Update at discharge


                                    Thank you for trusting me with your patient!

                                            Jodi Peavy, LISW-CP, LCSW
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Listen. Empower. Manifest.
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