
​ VanWright Counseling Services, LLC 
 

Angela M. VanWright, MA, LPC-S 
990 Quail Creek Road​ ​ ​ ​ ​ ​ ​ ​ ​ (318)560-8119 
Shreveport, LA  71105 

CLIENT REFERRAL FORM 
 

Today’s Date: ______________________ 
 
CLIENT DEMOGRAPHIC INFORMATION: 
Name: _____________________________________ Date of Birth: _____________ Age: ______ 
​         First              Middle​ Last 

Gender:  Male______       Female________         Race/Ethnicity: __________________________  
Address: __________________________________ City: _____________________ State: _____ 
Telephone (Home): _________________________ Cell: ________________________________ 
 
Marital Status: Single Married Divorced Separated Widowed: ___________________________ 
 

Reason for Referral: (Please describe specific behaviors the child/adult is exhibiting and 
type of treatment desired) 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
If Minor: 
School & Grade: ________________________________________________________________ 
Where does the child currently reside: (Circle One) Both Parents Mom Dad Other: __________ 
Parent’s/Guardian Name(s) __________________________ Telephone: __________________ 
Address if Different: _____________________________________________________________ 
Parent/Guardian Name (s) __________________________ Telephone: ___________________ 
Address if Different: _____________________________________________________________ 
 
Does the client have any legal issues?  YES or No 
If yes, please briefly explain: ______________________________________________________ 
______________________________________________________________________________ 
Probation Officer: _______________________________ Telephone: _____________________ 
 
Insurance Information: 
Type of Insurance: No Insurance/Private Pay   Medicaid     BCBS    Tricare      Other: _________    
 
 
Referral Name: __________________________________ Title: __________________________ 
Agency/Other: ________________________________________ Telephone: _______________ 
Address: ______________________________________________________________________ 


