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Tallahassee Address: 1310 Cross Creek Circle Suite A, Tallahassee FL 32301-8063 

Sarasota Address: 3333 Clark Rd, Suite 170, Sarasota FL 34231-8435 
Mailing Address: PO Box 1637 Venice, FL 34284-1637 
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www.healing-transitions.com 

 Revised 04/2016 

Click on the Line at the end of the text Inside Each Text Box to Complete Form Online 
Double Click on the Desired Small Auto Boxes to Shade Them Black 

   New   Reopen        

Individual Making Referral:                    

 

CLIENT: 

  

 
 

 

 

LEGAL GUARDIAN: 
 
 
Caregiver Name (If Different from Legal Guardian): 

 
  

 

 
 

  Individual Therapy   Play Therapy   Family Therapy 

  Couples Therapy Group Therapy    EMDR     Domestic Violence 

  Parenting Class  Therapeutic Visitation  

(Street Address):  (City): (State): 

(SSN):  (DOB):  

(Zip Code):  

(Home Phone):   (Cell):   (Work):  

(Email Address):   

Primary Insured:___ 

(Member ID or Policy #):___   (Insurance / Copay):    

(REASON FOR REFERRAL):   

Date:  Referral Taken By:    

Name:   Phone:   Fax:  

(First Name):  (Last Name): 

Relationship to Client:  

(MI): 

(Email Address):    

(Gender):  

(Relationship to Client):  

(First Name):  (Last Name): (Phone):   

(Relationship to Client): 

(First Name):  (Last Name): (Phone):   

(DOB): (SSN): 

(Other):  

http://www.healing-transitions.com/
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