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 The Social Empowerment Center

      2775 Cruse Road, Suite 1602, Lawrenceville , Georgia 30044                                             (770) 925-2095/office, (866) 468-1886/fax
Private Insurance/Medicaid /Intensive Family Intervention Referral Form
DATE:









Referral Source: 
Name:





Ph #:



Fax#




Agency:_____________________________________e-mail address







CHILDS NAME:






M
F
DOB:




Soc Sec. #





Medicaid #:







Insurance ID#__________________________________Insurance Group#_______________________________


· Check here if referring for Intensive Family Intervention.  Verified diagnosis must  accompany referral

Has client had a psychological evaluation in the past 12 months? Yes_____ No
Unknown

Mother’s Name:



DOB:


SSN#___________________________
Mother’s Address:












Street Address





City

Zip

Mother’s Home Phone:




Cell/Pager/Work:



_____
Father’s Name:



DOB:


SSN#___________________________
Father’s Address:












Street Address





City

Zip

Father’s Home Phone:





Cell/Pager/Work:




Client lives with: Mother
Father

Both
Other

(relationship)




If other, provide name, 















Street Address





City

Zip

Phone:







Cell/Pager/Work:





Reason for Referral:













Provide the following information if applicable:

DFCS 

Caseworker Name:







County:



Address:














Phone #:



Cell/Pager:


Fax #:






PROBATION

Officer Name:












Address:













Phone #:


Cell/Pager:


Fax #:







Is this client currently being served by Community Mental Health?  ______yes    ______no

History of involvement with DFCS or Juvenile Justice:








