
BEHAVIORAL HEALTH CONSULTANTS, LLC 
 

PHYSICIAN REFERRAL FORM 

 

Date:  

Patient Name: 

Date of Birth: 

Contact Phone Numbers: 

 Home: 

 Cell: 

 Work: 

 

Insurance Information: 

 

Diagnosis/Reason for Referral: 

 

 

 

Referral Source: 

 

Preferred Reply Contact Method: 

 Phone: 

 Email: 

 Fax: 

Please return completed form to 

Behavioral Health Consultants, LLC 

Fax: (203) 281-0235 
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