
 
Referral Information: 

Referrer Name:  
Relationship to Client:  
Organization/Clinic  
Phone Number:  
Email:  
Date of Referral:  
Are you the contact for this client?       ☐ Yes – Release of Information Needed      
                                                                        ☐ No – Contact Client 
If yes, best way to reach you:      ☐ Email     ☐ Phone   ☐ Other:  

 
Client Information: 

Client Name:  Date of Birth:  
Preferred Pronouns: Gender: 
Address:  
Phone number: 
Email: 
Emergency Contact: 
Name: Number: 

 
Services Requested: 

Case Management: 
☐ In-Person              ☐ Telehealth 

Therapy:  
☐ In-Person          ☐ Telehealth 

 
Reason for Referral:  

 

 
Relevant History / Additional Information: 

 

 
Insurance Information: 

Company: Policy #: 
 

Please send this document to 855-360-3593 (Fax) or ruralhealth@mnsu.edu 


