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www.myblueprintcounsling.com 

 
 

GENERAL REFERRAL FORM 

 
Date of Referral:   

Client Last Name:    Client First Name:      

Client Date of Birth:   Age:    Gender:   Male  Female  

Client Address:          

Parent/Legal Guardian Name (if applicable):      Relationship:   

Parent/Guardian Home:  Cell:     Ok to leave a message?  Yes  No   

Client/Guardian Email:        

Client Insurance Information:       ID# ___________________________________ 

REFERRAL SOURCE INFORMATION 

 

Contact Person:    Agency:     

Office Phone:   Cell Phone:    Email:    

REASON FOR REFERRAL 

Please state the reason for the mental health referral: 

 

 

 

 

 

 

 

 

PRINT and EMAIL completed forms to Info@myblueprintcounseling.com  

Blueprint Counseling will contact the parent/legal guardian for additional information and, if appropriate, schedule an intake assessment for the child. 
Questions? Contact Desiree Lambert (Blueprint Counseling) 910.690.2862 

mailto:Info@myblueprintcounseling.com
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