£
HEL>

Helping Everyone Leave Poverty

Service Referral Form

Date of Referral Person Providing Referral:

Referral Contact Telephone #: Office/Mobile/Cell

This referral is: OURGENT (NEED SERVICES WITHIN 24 HOURS)
OEMERGENT (NEED SERVICES WITHIN 48 HOURS)
OROUTINE (NEED SERVICES WITHIN THE NEXT 7-10 DAYYS)
This referral is: OVoluntary  Olnvoluntary

About Person Being Referred:

Name: Age: Sex:  Date of Birth /
SSN: - - Address:

Legal Guardian: Telephone#

Primary Care Provider (Primary Doctor):

Primary Insurance #: Secondary Insurance #:

Requested Service Location:
O Gaston County

O Lincoln County

O Cleveland County

Primary reason(s) for seeking services (check all that apply):

OAddictive behaviors OAnger management OAntisocial behavior

OAnxiety OConflict Resolution Issues OCourt Involvement

OCyber addiction ODepression OEating disorder

OElevated mood OFamily Issues OFatigue

OFear/phobias OGrief/Loss Olmpulsivity

Olrritability Olssues with authority OJudgment errors

OLoneliness OMood shifts OPanic attacks

OSexual concerns/dysfunction OSuicidal thoughts OOther mental health concerns
OFinancial Wellness issues OMotivation issues OEmployment issues

OPhysical Wellness issues OSocial Wellness issues OSpiritual Wellness issues

OSexual concerns/dysfunction ORelationship issues OOther issues (Please explain):



Household Composition:

Name:

Age:

DOB:

Relationship to HH:

Name:

SSN:

Age:

DOB:

Relationship to HH:

Name:

SSN:

Age:

DOB:

Relationship to HH:

Name:

SSN:

Age:

DOB:

Relationship to HH:

Name:

SSN:

Age:

DOB:

Relationship to HH:

Name:

SSN:

Age:

DOB:

Relationship to HH:

SSN:
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