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320 Frankstown Road									Phone: (814) 900-7001
Altoona, PA 16602									Email: info@hgcounseling.org


						
Please send referrals to info@hgcounseling.org. Our administrative assistant will contact you to confirm that the referral has been received. We will contact the client to schedule an appointment.Primary Care Physician: _________________________________________  Address: __________________________________
Phone Number: ________________________________________
Psychologist/Psychiatrist: ________________________________________  Address: __________________________________
Phone Number: ________________________________________
Current Medications: ______________________________________________________________________________________
Presenting Concerns/Comments (attach additional sheets as necessary):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Diagnosis (if known): __________________________________________________________
History of Suicide Attempts:   Yes   No 			Date of last attempt: ______________________
History of Violence:   Yes    No
History of Psychiatric Hospitalizations:  Yes    No
Referral Services Requested (check all that apply):
· Individual Therapy				
· Trauma-Focused Cognitive Behavioral Therapy
· Family Therapy					
· Group Therapy
· Marriage/Couple Counseling	
· Adolescent/Child Counseling	
Type of Service Requested
· In-Person
· Telehealth
Client Name: _____________________________________________ Date of Birth: ____________ Gender: _______
Ethnicity: ________________________ SS#: ______________________ 
Marital Status:	Single		Married		Divorced	Widowed
Residing with (name and relationship):_________________________________________________________________________
Address: ________________________________________________________________________________________________
Contact Home Phone: ________________________	Contact Alternate Phone: ________________________________________
Other Important Contact Information (e.g., biological family): ______________________________________________________
Emergency Contact Name/Number:__________________________________ Relationship to Client: ______________________
Veteran:  Yes     No
Referral Date: _________________  Referral Contact Phone: _________________  Referral Fax: ________________

Referral Source (Name and Agency): ________________________________________________________________

Referral Address: ________________________________________________________________________________


Signature of Referral Source _____________________________________________	Date ___________________
image1.jpeg




