Hope In Healing Family Services, PLLC
Megan Jernigan, MS, LCMHC, NCC
Phone:1-252-325-3049
Fax:1-252-631-0644

REFERRAL FORM
Date of Referral: Source:
Individual Referred:
Date of Birth: Sex: _ Race:
Address:
Phone Numbers: (H) (C)

If Child, Parent/Guardian’s Name:
Relationship:

Address if Different from above:

Is Person Referred Aware of Referral? YES NO

Reason for Referral:

___Depression __Anxiety __Anger Management
___Child Behaviors __School Problems __ Court Order
___Couple Issues __Alcohol/Drugs ___Other:

Need for Appointment: _ Routine ___Urgent

Recent Treatment History:
Outpatient and Inpatient History:
Provider/Date:




Provider/Date:

Treatment for Mental Health/Substance Abuse:

Reason for Changing Providers:

Other:

Hope In Healing Family Services, PLLC USE ONLY

Date/Time Received:
Therapist Contacted:
Person Responsible:
*Please confirm that your referral was received, if received not by phone or
personal face-to-face contact. Thank you!




