Insert Name of Clinic
And contact information
Physician’s Referral Form

Patient’s Name:_________________________________ DOB: _________________ 

Clinic or Location: ______________________________________________________ 

In order to refer a student for Educational Consultation services, you must answer “Yes” to both of the following questions: 

Does the patient exhibit problems or issues related to school? 
(Some examples of school issues or problems could be excessive absences, behavioral issues, suspension or expulsion from school, academic failure, etc.) 

Yes 							No 

Do you believe these problems or issues could be related to the patient’s medical condition? 

Yes 							No 


Referred by: ________________________________________________________ 
[bookmark: _GoBack]		(Please print clinic representative’s name) 

Signature: __________________________________________________________ 

Date: ________________________ 

NOTE: A signed Program Release Form MUST accompany this referral when submitted. 

Please fax this form to: [insert contact number or information]


