
PATIENT REFERRAL FORM

Referring Professional:
Person to contact regarding referral:
Phone:

Patient Name: Age:
Parent/Guardian:
Phone:

Referral to: Service(s) Requested:
Paula Morse, L.P.C.        Psychological Testing
Adam Benton, Ph.D. Psychological Treatment
Jason LaGory, Ph.D. Psychiatry & Medication
Mary Ekdahl, Ph.D. Management
Laura Horton, Ph.D. Nutritional Counseling
Serena McKnight, L.P.E
Rachel Allen, L.P.E.
Janelle Von Storch, L.P.C.
Peggy Cosgrove, M.S., R.S., L.D.
Ivanjo Aldea, M.D.
First available

Presenting Concerns (include “rule out” diagnoses):
Behavior Problems Attention Deficits
Depression Anxiety
Learning Problems Autism Spectrum Disorder
Trauma Abuse/Neglect
Sexual Behavior Problems Parent-child Problems
Social Skills Grief
 Nutrition/Eating Problems
Other:

Other requests/information: 
              

Thank you for your referral! 
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