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[bookmark: _GoBack]Making a referral to Firm Foundations Counseling & Wellness:

Now, all referrals can be made on the Firm Foundations Counseling & Wellness Referral Form

There is a blank copy of this form enclosed. Please copy and use as needed to make referrals to our office. Do not hesitate to contact our office if you have questions about a referral. We appreciate everything you to do to see our patients get the mental health care they need. 
	 
What happens once Firm Foundations receives the referral?

1. When your office sends a referral via fax, our executive director reviews the referral ensuring it is an appropriate fit for our services and selects the most appropriate clinician. 
2. Next, our administrative staff contacts the patient (or their parent) and provides them with information about our practice, answers any questions they may have, and, when they are ready, schedule an intake visit. 
3. When the patient schedules their intake visit, we will notify your office via fax.
4. Once their assessment is completed, we will send any relevant clinical information their physician may need. **With appropriate consent.  




Referral Form
 Columbia Location:                                                                      Lugoff Location:
       1021 Pinnacle Point, Suite 120, Columbia, SC 29223                     1441 Hwy 1 South, Lugoff, SC 29078
       Phone: (803) 722-4008· Fax: (803) 403-8965                                  (803) 708-0902 · Fax: (803) 403-8965

Date: _______________________

Full Name: _____________________________________________________________________	
							
Date of Birth: _______________________	SS#:_______________________________________

Address: _______________________________________________________________________
City, State, Zip Code   ____________________________________________________________

Phone Number: Cell (        )_____________
		    Home (____)_____________
Referring Physician:______________________________________________________________

Insurance/EAP Information
Primary Insured Name: _____________________________    Date of Birth: ________________

Address if different then above: _____________________________________________________

SS# of Primary insured: ___________________________________________________________

Primary Insurance: _________________________________       Member #________________________
Authorization#: ______________________________________	Group # _________________________
Reason for Referral: ____________________________________________________________________________________________________________________________________________________________________________________
Referring Agency & Contact Person: ____________________________________
Phone: _____________________	Fax: ________________________

__________________________________________________________________________________________
“Quality Mental Health Care for All

(803) 708-0902

Locations in Lugoff and Columbia
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