Referral Form

Date Received: //
Referral ID (office use):

Section 1: Referring Party Information

« Referring Provider/Agency:

« Contact Person:

e Phone: Fax:
e Email:
e Address:

« Relationship to Client: O Physician O School O Parent O Other:

Section 2: Client Information

e Client Name:
o Date of Birth: // Age: Gender:

e Parent/Guardian Name:

e Primary Contact Number:

e Email:

e Mailing Address:

o Primary Language: [0 English [0 Other:

e Best Time to Contact:
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Section 3: Insurance / Funding Information

o Insurance Provider:

¢ Member ID:

e Group #:

o Subscriber Name:

« Relationship to Client:

« Authorization/Referral # (if applicable):

Section 4: Reason for Referral

O Comprehensive ABA Assessment (Initial Evaluation)
O Behavior Intervention Plan Development

O Ongoing ABA Therapy Services

O Parent/Caregiver Training

O Consultation / School Collaboration

O Other;

Presenting Concerns or Diagnoses (if known):

Section 5: Supporting Documentation

Please attach any relevant documents:
O Diagnostic report / Evaluation

O Prescription / Referral order

Date: 2025-10-17 Referral Form Rev: 1.0 Page 2



O IEP or School report
O Insurance authorization

O Other:

Section 6: Consent to Release / Share Information

| authorize Pacific Behavior Center to contact me and the referring party for the
purpose of initiating behavior analytic services and to obtain or share
information necessary for treatment planning.

Parent/Guardian Signature:
Date: //

Printed Name:

Submission Options

Email: anneka@pacificbehavior.org

Drop off: Pacific Behavior Center, please call first to confirm drop off time.

For Office Use Only
O Referral reviewed by: Date: //___
0 Contact made

O Pending
O Waitlist

O Scheduled for Intake
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