
  

 

Damron Counseling 
Info@DamronCounseling.com 

1020 E Lafayette St, Suite 103 

Tallahassee, FL 32301 

850.290.2211 

 
 

        Date of referral: ___________________ 

  
Client Name: ____________________________________ DOB: _________________ Gender: ________ 

Phone Number: _____________________________________ Leave message?     YES   NO 

Address: __________________________________________________________________  

Email Address: ______________________________________  

For minors, legal guardian(s) name/relationship: 
_________________________________________________________________________ 

School: ___________________________ County: _______________ Grade: _________  

Referred by: _______________________________________________________________  

Referral Address: ___________________________________________________________ 

Referral Phone: _________________ FAX: ____________________ 

Email: _________________________________________________ 

 Do you wish to be updated on the status of this referral?    YES    NO 

 Do you have any specific requests regarding this referral?   YES   NO 

 If yes, explain: 
_____________________________________________________________________________ 

Reason for referral: 
________________________________________________________________________________ 

Is the client reporting that they are a danger to themselves or others?    YES    NO 

 If yes, explain: 
______________________________________________________________________________ 

Substance abuse issues/concerns reported?    YES    NO 

 If yes, explain: 
______________________________________________________________________________ 

Has the client received mental health services in the past?   YES   NO 

 If yes, when and where: _________________________________________________________ 

Previous mental health diagnosis: ___________________________________________________ 

 


