
 

You may fax this referral to 240-813-1425. You may call or text 240-559-8110 or email chris@chrisjonesmsw.com with any questions 
you may have. For an electronic, HIPAA-compliant version of this form, visit www.chrisjonesmsw.com/referral.html.  

Thank you for your referral! 

 
 
 
 
 

REFERRAL FORM 
 

Referred by: ___________________________________________ Organization: _____________________________________________ Date: ___/___/_______ 

Phone # ________________________________ E-Mail: _________________________________________________________________________________________ 

 

I grant permission for this referral to be sent to Chris Jones and Associates, LLC, to facilitate mental health treatment services.  

Parent or Guardian Signature: __________________________________________________________________________________________________________ 

* or * 
I have verbal and/or written permission to send this referral to Chris Jones and Associates, LLC to facilitate mental health treatment 

services. Referrer Signature: ___________________________________________________________________________________________________________ 

 

 

 

 

Client Name: ___________________________________________________________________________ Gender: __________ Date of Birth: ___/___/_______ 

Social Security # (if known): ___________________________________________________________________________ Age: ____________________________ 

Grade (if known): ___________________________________________ School (if known): _________________________________________________________ 

Insurance Member ID#: _______________________________________________ Insurance Group #: _______________________________________________ 

Legal Guardian Name: __________________________________________________________________ Relationship to Client: __________________________ 

Address: ________________________________________________________________________________________________________________________________ 

 

Reason for Referral: _____________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________  

If the person being referred is under the age of 18, please complete the following: 

Biological/Adoptive Parents are: ☐ Married  ☐ Divorced  ☐ Never Married  ☐ Deceased  ☐ Legally Separated 
Is there a court order that establishes custody or guardianship? ☐ Yes  ☐ No 

If yes, the most recent copy must  be included with this referral. Treatment cannot begin without this. 
 


