
Counseling Plus, LLC
1.07 C Vista Oaks; Dr.

Lexington, SC 29072
803-727-3882
counseling@counselingplussc.com

Referral Forrn

Client name:

Policy Holder narne [and relationship if not the clientJ:

Policy Holder date: of,birth:__

lnsurance Type:

Policy number:

Phone number:

Email:

Address:

Date of birth

Reason for
counseling:

of client (if not policy holder):

Referri ng physician/agency/offi ce :

Contact Person:

Preferred Clinician:

Isl_Qfricr_Ug qllr:

Clinician:

Appointment Date and Time:


