 







 FOR OFFICE USE ONLY:









    Authorization # _________________









    # of Visits _____________________









    Start Date _____________________

CENTER FOR THERAPEUTIC CONCEPTS, INC
1300 MERCANTILE LANE * SUITE 198 * LARGO, MD 20774 * OFFICE 301-386-2991 * FAX 301-386-1944
DATE  ___________________

REFERRAL SOURCE (AGENCY/PERSON)   ________________________________________________________________
ADDRESS  _____________________________________________________________________   
PHONE
_______________

Fax Number _______________________________  Email Address__________________________________________________
CLIENT’S NAME   ___________________________________________________________
DOB  __________________

SOC. SEC. #  _____________________
GENDER _________       Age  _______ Race ____________ Ethnicity ______________
If child, Has child been in school within the last 3 Months? Yes/No
What is current or highest grade completed? ______

If adult, What is the highest grade completed? ________
Has client been arrested in last 30 days?  Yes/No      # of times___

ADDRESS  __________________________________________________________________​​​​​​​​​​____________________________

HOME PHONE
(_______) ____________________
WORK HOME  (_________) ___________________________

□  BIOLOGICIAL PARENT 
     □ LEGAL GUARDIAN (MUST PROVIDE LEGAL DOCUMENTS FOR VERIFICATION)
PARENT/GUARDIAN/OTHER   ______________________________________________________________________________

HOME PHONE
(_______) ____________________
WORK HOME  (_________) ___________________________

EMERGENCY CONTACT   _________________________________________________________________________________

HOME PHONE
(_______) ____________________
WORK HOME  (_________) ___________________________

ATTORNEY (IF APPLICABLE) ______________________________________________________________________________

ADDRESS     ____________________________________________________  OFFICE PHONE (______) _________________

REASON(S) FOR REFERRAL (check all that apply)

□  therapeutic mentoring
□  parent support
 
□  individual therapy
□  family therapy             □  group therapy

□  custody / home study
□  psychiatric evaluation
□  testing

□  medication assessment
□  medication management
□  Tutoring
BRIEF DESCRIPTION OF PROBLEM   (attach separate sheet if necessary.  please forward medical & behavioral information, court reports, social summaries, previous evaluations, etc.)
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

BILLING INFORMATION

primary insurance company ____________________________________________________________

policy #  ____________________     authorization #  ________________    phone  (_____) _________

name of insured  _____________________________   medicaid #  _____________________________

Does client have any other form of insurance? Yes/No

Please fax this completed form to (301) 386-1944 or  

mail to 1300 Mercantile Lane, Suite. 198, Largo Maryland 20774






Ver. 10/2012

